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A revisit survey was completed on July g, 2013
following acceptance of an Allegation of
Compliance to remove the Immediate Jeapardy
at F-323, F490, F-501 and F-520, all witha
Scope and Severity level "K",
The revisit rovealed the corrective actions
implemented June 29, 2013 removed the
immed!ate deopardy, but nor-compliance
continues at a "E* lave! scope and severity for
F-323, F-400, F-501 and F-520. :
The facility is required to submit a Plan of
Correction for the Immediate Jeopardy citations
lowered iny scope and severity and for al} of the
lower leve! non jeopardy citations. d . .
{F 159} 483.10(0X2){5) FACILITY MANAGEMENT OF {F 158} 1. Resident # 34 cxpired on June 6, 2013, The
§5=D | PERSONAL FUNDS ) Account was closed to the estate on June 19, 2013,
; 2. An audit by the Businese Office Manager of the 07115113
. . trust fund accounts on fuly 15, 2013 yevealed no
Upon written authorization of a resident, the other trust fund accotnty wxce eding the limit
facility must hold, safeguard, manage, and allowed by the department of human secvice,
account for the personal funds of the fesident 3. A form letter (Attachment 1) o routinely
daposited with the Tacility, as specified in sent by the Patient Trust Represzatative to the
Paragraphs {c)(3){8) of this section. Tesponsible party when the trust fund secount js
) approaching the Jimit alloved by the Department
The facility must deposit any resident's personal of Human Setvices. The staff will woi-ke:rith and
funds In excess of $50 in an Interest bearing assist the family in spending down the vnonies,
account {or accounts) that Iy saparate from any of 4 The Business Office Manager will conduet a
the faciity's operating accounts, and that cradits monthly audit of resident trust fund accounts to
all Interest earned on resident's Rinds o that_ ensure all accounts are within the batance limit
account, (In pooled aceounts, there must be a llowed by the Department of Human Services,
separate accounting for each resident's share.) The Business Office Manager will report to the
Augusl QAPT Commitiee meeting any July
The facility must maintain a resident's peraonal outcomes of concarn and monthly thereafter.
funds that do not exceed $50 in a non-interest i T
bearing account, Interest-bearing account, o fi':{?mm ¥ Form Letter - Notification of DHS
4 pelty cash fund. ’
lﬁv DIRECTOR'S OR wmm REPRESENTATIVES SIGNATURE TME o T

comecting
- {Se Instructions.) Except for nursing hames, the findings etzted abave.are discinsahie B0 days

may be axcused from providing it s ) that

fallowing the date of aurvay whother or mot a plan of Sanection is provided, For nutsing homaes, the above findings ard plans of comraction are dsgpsable 14
days following the date thase documents are made avallable 1o the faclity, Uf deficiencies ara cied, an appravad plah of corection Is requistie to contintred
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{F 159} | Continued From page 1 {F 159}

The facility must establish and maintain a system
that assures a full and somplete and separate
accounting, according to generaliy acceptad
accounting principles, of each resident's persenal
funds entrusied to the facility on the resident's
behalf.

The system must praclude any commingling of
resident funds with facllity funds or with the funds
of any parson other than another resident,

The individual financlal record must be available
through quartesly statements and on reguest o
the resident or his or har legal represcntativa.

The facllity must notify ench resident that receives 2
Medicaid benefits when the amount in the !
resident’s account reaches' $200 iess than the

58I resaurce fimit for one person, specified in
section 1611(a)}3KB) of the Act, and thay, if the
amount in the account, in addition to the vajue of
the resident's other nonexempt resources,
reaches the SS( resource limit for one person, the
resident may lose eligibllity for Medioaid or 5.

This REQUIREMENT is not met as evidenced
by

Beased on reviaw of fagility trust 'account ledger,
patient trust accounts guidelines, and interview,
the facllity failed to nafify residents and/or
responsible parties of balances within two
hundred doliars of the Socigl Securily income
{5S1) resource fimit for one resident (#34) of ane
hundred and thiry-one resident aceounts
raviawed,
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{F 159}
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85=D

Continued From page 2
The findings Includad:

Review of the facility trust sccount ledger dated
June 18, 20113, for resident #34 raveaiad the
following balannes:

January, 201 3: $15,255.65

Febryary, 2013: 716,127.75

March, 2013: §17,307.68

Aprll, 2013: $18,485.05

May, 2013: $19,676.74

June, 2013: $21,886.99

Continued review of faciity documentatian
revealad the resident expired on June 6, 2013.

Review of faciity "Pafiant Trust Ascounts

Guidelines” (not dted) revealed ”. POA

of Attorney)/Contact person will be notified...bal

gnoe i(;\pa!lem trustIs dose to the Iimit allowed of
2,000.00..."

interviaw with the Resident Account Managet on
June 18, 2013, &t 8:30 a.m., In the Resldent
Account Manager's office, revealed the resident's
account sxceeded the $2000.00 limit in January
2013, after the resident received a fump sum
check of $18,256.00, Continusd intarview
confirmed no documeritation the fagfiity had
nofified the resitdent or the resident's
represantatives of the S8! resourcs limit when tha
amount in the resident’s account reached 3200
less than the S8! resource limit for one person,
483.18{e){6) CONVEYANCE OF PERSONAL
FUNDS UPON DEATH

Upon the death of a resident with a personal funil
deposited with the faddlity, the facility must convey
within 30 days the resident's funds, and a final

{F 159}

{F 160}
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L. On July 18, 2013 the credit b ident
{F 180} Continuad From page 3 {F 1600 1 7600469 st roorten e pomccscnesident | gpans
accounting of those funds, to the Individual or catates.
probate jurisdiction administering the resideht’s
estate, 2. Qn uly 15, 2013 the trust fund accqunts where
Tesidents had been discharged/death were reviewed
by the Business Office Manager for credit balances
This REQUIREMENT is not met as evidenced ot nome were found with s date of greater than 30
by.' ays,
Based on review fo.ammy.tmﬂ account ledger 3, ‘The patient trust fugd representative will receive
and interview, the facility failed to prompily a daily census d will log (Attachment 2) and
convay personal funds upon the death of two .V cEusla l0g an 8 et 5) an
review the date of discharge/death to atsure the
residents (#76 and #69), of one hundred and truat fund account is dlosed within 30 days of
thirty-one resident accounts reviewed, discharge/death,
The findings included: 4. The Business Office Director will monthly audit
the di {death log (Attachment 3) t
Resident #76 explred an May 10, 2013. Review the m i.:a closed:rgi!hm :0 days ofm
of 2 fagility trust fund ledger on June 17, 201 3, ¥ death, A monthly accounting will be given (o the
reveaiad a balance of $2,158.14 in the resident's - | QAPI Committer.
trust account,
Attachments:
Resident #89 expired aon May 12, 2013. Review
of a facllity trust fund ledger on June 17, 2013, 2. Discharge/Death Log
reveaiad a balance of $2,090.01 In the resident's
trust account. 3. Discharge/Death Audit Formy
Interview with the Business Office Manager on : :
June 17, 2013, at 1:20 p.m., in the Business '
Office Managar's office, confirmed the balance in 3
the trust accounts had no! been relurned to the
residents’ esiate.
{r 186} [ 4831 {fX2) RIGHT TO FROMPT EFFORTS TO {F 168}| 1. On 6/12/13  Share Card wag completed for 07/18/13
§8=D | RESOLVE GRIEVANCES ' Resident # 21 concerning missing money. An
investigation was conducted by Social Services
Aresldent has the right to prompt efforts by the Director regarding Resident # 21. On 6/12/13
facillty to resolve grievancas the resideri may Resident 21 was reimbursed the amount of money
have, including those with raspect 1o the behavior she stated she was missing.
of other rasidents,
FORM GMS-2587(02:89} Previous Vasions Obsalals Evanl ID:32HM12 Fachity [D: TNO61
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{F 166} | Continuad From page 4

This REQUIREMENT is not met a2 avidenced
by:

Based or medical record review and interview
the faclitty feiled to prompily resolve greivances
for two residents (#21 and #210) of fifty-ix
residents raviewed.,

The findings included:

Resldent # 21 was admitted to the facliity on
February 21, 2611, with disgrioses intluding
Congestive Hesrt Faliure, Pleursl Effusion,
Pulmonaty Hypertension, Anemia, and
Depression.

Review of a Social Service {88) Progress Note
dated August 14, 2012, revealed "...can voics all
needs and wants..."

Review of a S8 Progress Note dated August 3,
2012, revaaled “...had money missing...room
searched...put on alert.. look & (and) report any
money..."

Review of a (S5) Progress Note dated
September 3, 2012, revesaled "... no money
tumed In, nsg (nursing) aware...talked o (with)
stalf asbout this..."

Review of 8 55 Progress Note dated Octobar 25,
2012, revesled *,..money not fourd...” '

Review of a SS Progress Note dated Jung 12,
2013, revealed *...8W (Social Worker) was made
aware of Issua r/l (refated to) money
missing...has been reimbursed...”

On 6/9/13 Resident # 210's husband verbalized 1o
{F 166} Thetapy pecsonnel that his wite's gerfchair was
100 heavy for him to push, After discussion with
Therapy Dizector, Resident # 210 was fitted witha
Broda chair. Resident’s husband expressed that
this chair was rauch essier to propel. On 7/12/13
the Administrator, DON, and Social Services
Director reviewed and revised the Grievance
procesy policies and forms.(#4) The revicad
Proress, policy and forms wete approved by the
Medical Director on 7/19/13, Nuraes, Managers
and Social Services staff ware provided with in-
service education (#3) by the Administrator on
the grievance pracess, policy end fozms on
7/18/13. Families and residents aze made aware of
the grievance process upon admission and forms
are kept at the nurses' desks.
2. On July 18, 2013 the Soclal Services Directar
reviewed the resident council minutes apd found
+] o unresolved gricvances.

¢ | 3 Anewlogand grievance form (#4) has been
* { develaped. The log will be maintained in the
Social Services office. The Administrator will
monijtor the grievances, concerns and complaints
investigated to ensnre all rexident grievances are
logged and investigated according to policy.
Monitering will begin on 7/15/13 og 2. weekly basis
with review of 100% of grievances. Results of
monitoring will be reported to the QAPI
Compmittee by the Social Services Director, The
. QAPI Compittee will evaluate the froquency of
monitoring based on compliance with the palicy
after 6 months,
4. The Socis! Services Director will tepott
monitoring of the July ouicomes of concerns,
complaints, and grievances at the 8/14/13 QAPI
Committes meeting and monthly thereafier until
monitoring and reporting are changed based on
facility complianez* The Administrator will Tepor|
outcormes to the governing body monthly.
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{F 168} | Continued From page 5 {F 188} Attachments: . _

Interview with the SW on June 12, 2013, at 8:30 i;iwngm:dli‘e”d;“; Grievance Policy and
a.m., at the Wing 1 Nurses Station, confirmed ths #'5 o, ';’ r OF 20 f“m q

facility had failed to resolve the greivance of -Service Log of Attendance

missing money untl brought to the attention of
the facility by the survayor on June 12, 2013, (10
monthy later),

Resldent #210 was admitted to the {acility on
Naovember 21, 2012, with diagnoses including
Pheumonta, Neurrological Disorder Multiple
Infarcts, Demeritla, Tracheostomy; Gastrastomy,
Encephalopathy, and late effects Viral
Encephalopathy,

Interview with the resident's Spouse on June 1Q,
2013, at 4:20 p.m., In the Wing 2 dining area,
revealed the spouse was ungble Io piish the
resident's wheelichair due to the heaviness ang L
unyieldingness of it. Stated "...I've asked for g
lighter one and they told me i coulin'tget it..."
Further interview revealed the spouse would fike
te push the resident around the facility but is
unahle to push the wheslchair ™.. it is too hard to
push...” Contined Interviaw revesisd spouse had
discussed the request with the Activity Aide and .
theThefapy D.rectﬂl'. [

Interview with the Activities Director and the
Activity Alde on June 11, 2013, at 8:45 am., in
the Activities Office, confirmed the resident's
spouse had reéquested an easier whaelchalt to
push “a few months agp.* '

interview with the Therapy Director on June 12,
2013, at ©:20 a.m., In the conference room,
revealed the spouse had spoken to him about a
wheelshalr the spouse could push to take the
resldent o aclivities. The Therdpy Direotor stated

d
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{F 166} | Continued From page 6 {F 166)
had attempied a different chair but there was a ;
mechanical prablem so could not uss that chair,
Further interview revealed hag "thought about" a
“Broda” Chair buf "need to get permission for
that”
Obsearvation on June 18, 2013, at 5:00 p-m., at
the Wing 2 nursing station, revealed the resident
in 4 reclining type wheelchair with the spouse
attempting to push it. The 5pouse was having
difficulty and a staff member assisted,
Interviaw with the Therapy Direstor on Jdne 12,
2013, at 8:20 a.m., in the conference room,
confirmed the facility failed to resolva the
grievance,
{F 227} | 483.13(a) RIGHT TD BE FREE FROM {F 221)} RESIDENT +# 71 07/15/13
85=D | PHYSICAL RESTRAINTS ¢+| 1. The DON, Administratoy, Medjca]
Director, and Clinical Manager reviewed ’
The resident has the right fo be free from any Physician Orders on resident # 71 on
physical restrainis mposed for purposes of 6/26/13. Resident recajved clarification
diseipiing or convenience, and riot reguired to order for softbelt while P in w/c due to
treat the resident's medical symplome, unsteady gait and decreaged cognition on
6/26/13. The order was faxed to Pharmacy,
. Placed on careplan and documented on
This REQUIREMENT & not met as evidenced current MAR, ..\ - )
by: ) . ) " | 2 On7/11/13, the DON, ADON: Staff
Bas;d on medical record review, abservalion, Development Nurse, and Clinical Managers
and interview, tha fatility failed to obtaln an order ;
f assessed all residents with restraints to
or & restraint for ane resident (#71) of 5 residents ensure orders are current on MARs and
reviewed. X physician orders. The MDS Coordinator
. ) Teviewed the careplan and MDS assessment
The finding included: : for compliance and no update needed.
. : Beginning 7/11/13, a restraint log (P} was
?:&ger;lt‘lf;ﬂzo\ﬁﬁs ﬁ?mm If:;ltll‘tjy“gn completed for all residents who had
Osteaarihritts, Dementia Alzhelmer's Disease, festraints by DON and/or ADON and
Depragsion, and Anxlaty.
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{F 221} | Continued From page 7 {F 221 Cli;ﬂ:ﬂ_l M:%asgs- c;rmhis ;?ﬁ:m be )
) m n' aned by the 1C -nager ﬂl‘.l_
Medical record review of a quarterly Minimum prov:ged to DON at the morning mecting
Data Set (MDS) dated April 30, 2013, revesled 1xw _
the resident had severe cognitive impalrment, On 7/15/13, an in-sexvice wa conducted
required extensive assistance of one for regarding Notification of Fhysicien for
transfers, two or more falls without injury, and no grdef; (g)(;:;:ludé?g fg‘“ﬁ“m“-elm was
restraint usad. one by andsor Staff Developrient
Nurse for nurses. Any nurse not attending
Medical record raview of a Care Plan dated will be in-serviced upon return to work by
Jenuary 3, 2012, revealed "...at rick for falls.. fall DON/ADON/S$taff Development Nugse.
3/23/13...no Injury.__soft belt applied...* 3. Beginning on 7/11/13, DON,
. Administrator, Medical Director, ADON,
Medical record review of a Pre-Restraining Clinical Managers and MD$ Coordinators
ﬁ\ssessn]ent dated March 28, 2013 revealed will review all restraints monthly and more
é;;"!ﬁeaftfglﬁlpgﬂaw Tnei:':daﬂons' oT often if necessary. The Clinical Managers
(oceupational therapy) eval (evélua;ﬁnn) wic d vl o resiraint sssesstments Im-tl oy
(wheelchalr) positianing, = ) changes or issnes at this time tegarding
" | restraints. Clinical Managers will place ol
Medieal record review of an Informed Congent restdents with restralnts on.a restraint -
dated Marah 25, 2013, revealed the family had mantoring log (P) and maintain on their
given verbal corsent for restraint use. “m.‘c‘h:te dc;;mfcal Mnage;stmll m°“g°r
TEsl aly 101 Appropriate care an.
Medical record review of a documentation beginning 7/11/13 for 4
Positioning/Splinting/ADL (astivity of dafly living weeks then weekdy for 4 weeks then monthly
Scresn dated May 30, 2013, revealed “.. restraint until aubstantial compliance has been
reduction unsuccessful,..” .| obtainied as reviewed by the QAP -
Committea, '
Medical record review of a Physical Restraint 4. Beginning on 7/15/13, Clinical lcfmﬂsefs
Elimination Assessment datad May 31, 2013, will report to the DON concernin
-]
reveaisd "...Cont {continue) with seat belt,.." the monitoring of restraints at the rorning
. . : meetings. The DON wiil report the restraint
Madlcgl record review of the Physician's monitoring outcomes to the QAPT
Recapitulation Order's dated June 1, 2013, committee beginning with the QAPI
through Jdune 30, 2013, revealed no order for soft meeting 7/10/13. The Administrator will
belt restraint. report to the governing body concerning
these monitoring outcomes on a quarterly
Gbservation on June 10, 2013, at 10:43 am., in basts or more often a5 necessary.
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ALLEGATIONS/INDIVIDUALS

The facllity must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by 2 court of law; or have
had & finding entered Into the State nurse aide
registry concerning abuse, heglect, mistreatment
of residents or misappropration of their property;
and report any kn e It has of actions by a
court of law against an employee, which wouyld
indicate unfitness for servics 88 & nurse aide or
other facifity staff to the Siate nurse aide reglstry
or licensing authorities,

The facility must ensure that a1 alieged violations
involving tistreatment, neglect, or abuse,
including injuries of unknbwn source anyg
misappropriation of resident property are reported
immediately o the adminlstrator of the facilly ang
io other officlals In accordance with State low
through established procedures {inoluding to the
State survey and certification agency).

to the State of Tennessee on 7/10/13
describing the event and the findings of
investigation. No other action was 1equired.
2. Quality Assurance {QA) nurse reviewed
3| incidents of unknown otigin for the past 60
. + | days which may be reportable to state and
DONE wera noted,

3. QA Nurse will Investigate each incident
for unknown origin per policy (R}. Nurses
and Clinical Managers will investigate
immediately upon cccorrence or diseovery
to determine if the incident iz an unknown
origin. An Unusual Bvent Report will be
completed and sent to the State of )

- Tennessee when incident occurs which
meets the regulation criteria. Incidents will
be reviewed ap@ discussed Upon occurrence
at the morning meting with DON, ADON,
Clinical Mangeys, Rehab and
Administrator, Atthe monthly review of
incidents with the Medical Director it will
be discussed as an unknown incident and so

Jul. 26. 2013 3:39PM No. 6764, P, 11
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI L. VTI12013
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES X1) PROVIDER/S
AND PLAN OF - {x1) mmmmﬁ%{lfgcew {X2) MULTIPLE CONSTRUCTION
. A BUILDING
445141 B. WING 07/09/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESE, GITY, STATE, ZIP CODE
BRADLEY HEALTH GARE 2910 PEERLESS Ro
A & REHAB GLEVELAND, TN araiz
{X4) D SUMUARY STATEMENT OF DEFIGIENGIES 1o} PROVIDER'S PLAN 0OF CORRECTION
FREFIX CH DEFICIENGY MUST BE PREGEDED BY FLL CORRECTIVE ACTD) uﬁ%m
TAG atgﬂemmmoa L3C [DENTIFYING INFORMATION) P?EFGN Mmmﬂmmgfpmfm e oatE
DERICIE
{F 221} | Continued From page 8 {F 221}
. the Wing One Dining Room, revealed the

rasident n a whesichalr with a soft belt resiraint in
placa. :
Interview on June 11, 2013, at 3:55 a.m,, inthe
Wing One Nurse's Station, with the Wing One
Unit Manager, confirmed the facillty failed io
obtain a physician's order for the soft belt
restraint.

{F 225} | 483.1 3(1:}(1](li)-(iﬁ). {cK2) - (4) {F 225} 1. Resident # 134 sustained & femur on

85=D | INVESTIGATE/REFORT 11/13/12. DON sent Uausual Event Report | 9771513

The faciiity must have evidence that all allegad d on the incident .
violations are thoroughly Investgated, and must noted on the incident repart
prevent further potential abuss while the
Investigation is In progress.

FORM CMB-2567(02-80} Previous \iaralans Obsnlate Event iD:F2HMi2 Facity I0: TNGED1
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Jul, 26. 2013 3:39PM No. 6764, eP. 12
DEPARTMENT OF HEALTH AND HUMAN SERVICES RO AR 2012
ME NO.

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGES {X1) PROVIDER/SUPPLIER/ICUIA {2} MULTIPLE CONSTRUCTION 3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIRICATION NUMBER: A BULDING COMPLETED
4 R
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
2919 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37212
SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION xs)
éﬁ’;ﬁ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEE ACTION SHOULD BE CoMPLETON
TAG REGULATORY QR L5C IBENTIFYING INFURMATION) TAG ¢ ED TO THE APPROPRIATE DATE
DEFICIENCY)
5 2 4. Beginning July 10, 2013, the DON will
{F 226} Continued From page 8 (F 225 report any incident reported to the State of
P Tennessee due to unknown origin to the
;“;;";;'::fm‘;;m‘: :ﬂfﬂ:gf;aﬁabe reported QAP] committee. The Administrator will
representative and to other officials in aceordanice report 1o the governing body these _
with State law (inciuding te the State survey and ronitoring outcomes on a quarterly basis
certification agency) within 5 working days of the | - 0r more often as necessary.

incident, and if the alleged violation is varified
appropriate corractive aclion must be taken.

'tl"his REQUIREMENT is not met as evidencsd
.

Based on review of facility dosumentation, raview
of facility policy, and interview, the faciifly faled 1o
submit a written repart of an injury of unknown
origin fo the State Department of Health for ong d
resident (#134) of eighteen residents reviewed for !
sccidents.

Tha findings included:

Review of faciiity documentation revealad on
November 13, 2012, staff noted edama lo
Resident #134's right knee. The resident was .
transferred to the Emergency Room and found to Pl
have g distal fermur fracture. Continued review of . '

facility decumeniation dated November 16, 2012, )
revedled the Unusual Event Report had been
completed but the facility did not send the report
to the State of Tennessee.

Review of facility poliey, Reporting of Incidents fo
Slate, no date, revealed *.. The facllity will report
all required incidents within 7 business days.."

Interview with the Director of Nursing (DON) on
June 13, 2013, at 8:05 a.m., in the DON Office,

FORM CMS-2567{02-83) Previous Vessions Obsolole Evant [D:22HW2 Faeity [L: THOED1 f H condinuation shaet Page 10 of 39
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3:40PM

\ RINP, 20
DEFARTMENT OF HEAL) 1 AND HUMAN SERVICES No- 6764RIP. Juans
CENTERS FOR MEDICARE & MEDICAID SERVICES OMRB NO, 01938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENFFGAYTION NUMBER: A BUILDING GOMPLETED
v R
445141 B.WiNG 0710912013
NAME OF PROVIDER OR SUBPPLIER STREET ABDRESS, CITY. STATE, ZIP CODE
2410 PEERLESS RD
BRADLEY HEALTH CARE & REHAH CLEVELAND, TN 37312
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRESTION ""E
PREFRIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY {EACH CORRECTIVE AGTION EHOLILD BE ta
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnomm%gl'ég cr\l;:lsapppummre DATE
{F 225} | Continued From page 10 {F 225}
confirmed the facility falled to submit a written
report of an injury of unknown origin resulting in &
fractured femur to the State of Tennessee.
{F 241} | 483.15({a) IGNITY AND RESPECT OF {F 241} Resident # 9, #2090, #58
§S=D | INDIVIDUALITY 07115113

were not ealing and were jooking around the

The facllity must prormote cars for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respact in

full recognition of his or her individuality,

This REQUIREMENT is not met as evidenced
by:

Basad on ghservation and Interview, the facillly
falled to meintsin the dignity and respect for three
residents (#9, #200, amt #68) of five residents
observed dining, in one of six dining raoms (the
Sunshine Dining Room) and falled to asi

permission before placing clothing protectors on
bwvanty-four residents, In one of six dining rooms

(wing 1 dining room of six dining rooms
observad,

The findings included:

Qbservation on June 10, 2013, at 12:12 p.m., in
the Sunshine Dining Roam, revealed a table
seated with five residents, Continusd observation
revesled regident #111 and resident #177 had
their lurich trays and were eating. Further
observation revealad residents #9, #2009, and #58

dining room.
Continued observation at 12:16 p.m. {4 minutes

after residents #111 and #177 began eating),
revealed resident #9 recsived a lunch tray end

1. The Dietary Department was notified on
6/10/13 of residents # 9, #209, and #58
attending the Sunshine Room during meals.
Trays will be placed on the cart to be
delivered to the Sunshine Room effective
6/10/13,

In-servicing regarding dignity issues, delivery
of trays, and placing clothing protectore (5)
began on 7/12/13 for nursing and staff
assisting with mea] delivery by DON/ADON/
HStaff Development Nurse and is opgoing.

2. All residents were assessed for their
preference pertaining to use of clothing
protector by the Clinical Manager on
7/12/13. Alist of residents who prefer to
have clothing protectors will be zvailable for
staff in the dining arcas effective 7/12/13. In
addition 1o the list eachresident will be asked
prior to having clothing protector placed.
Dietary Department will continue tb be
notified verbally or in writing when a
resident’s location for meals change by the
nvrsing staff or clinical manager immediately
priot to delivery of trays,

FORM CMS-2567(02-90) Pravioys Vareiong Ohsofete

Event ID: 32HM12

Frcliy ID: TNGBO1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR 2013
FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUIPRLIER/CLIA MULTIP
AND PLAN GF CORRECTION e IDENTIFICATION NUMBER: fa’uwzsw CONSTRUCTION :xa:gg;rﬂapfgpﬂv!s Y
" R
448141 B. wika 07/05/2013
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 2910 PEERLESS RD
LEY
SRAD HEALTH CARE & REHAB CLEV D, TN 37312
SUMMARY STATEMENT OF DEFICIENG PROVIDER 10
é@pﬁ (EACH OEFICIENTY MUJST BE PREGE[:ED alss FLLL PR{EDFD( {EACH com;s‘i%v‘? fgrfgh?gﬁgfwnﬁ m,&‘_’é,.o,.,
TAG REGULATORY OR LSC IDENTFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 241}| Cantinued From pags 11 {F 241}| 3. DON/ADON or Clinical Managers will
began eating. .| make 2 Dining Observation using the Dining
Observation tool (T) beginning 7/15/13 on a
Continued obsarvation at 12:22 p.m. {10 minutes weekly basis for 4 weeks then monthiy.
after residents #111 and #177 began eating), Results of the dining observations will be
rovealed residents #200 and #68 received their reported to the QAPI committee at each
lunch trays and staff members gat down beside meeting,
thern to assist with feeding. Further observation 4. Beginning July 2013, the Clitiical
revealed resident #177 had finished eating when Managers will report weekly to the DON
residents #209 and #58 received thelr trays. concerning the monitoring of dining

observations at the morning meetings, The

Interview with Restorative Aide #1 on June 10, DON will report the dining observation

2013, at 12:31 p.m., In the Sunshine Dining

Room, revaalad residents #0, #2009, and #58 mwt?;mgbouimﬂesﬁéh:hqfl AP

lunch trays were delivered to the wing where the ﬁmq' ee.rhegAn:uﬂg. & August Q

residents' rooms were located and someane had ecting. The bod mistrator will report 1o

1o go relrieve the trays from those wings and the governing body concerning these X

bring to the Sunshine Dining Raom. 3| monitoring outcomes on a quarterly basis or
s | more often as necessary.

interview with Unit Manager #3 on June 10, 2013,
at 12:40 p.m., in the Sunshine Dinfng Roons,
revealed the Sunshine Ruom was for residents
wha reed one-on-one supervision and was the
dining room for rasidents with behaviors. Furher
interview confirmed the three reskients did not
get their trays with the other two resigents and "l
don't know why *

Ohbservation of the Wing | dining raom, on June ' .
10, 2013, from 11:45 a,m., unt 12:10 p.m.,
ravealed the Care Assistan! Technician {CATY#
placed clothing protectors on twenty-four
resldents without asking permission from each
resident before placing the clothing protectors,

Interview with CAT #1 on June 10, 2013, at 12:33
p.m., &t the Wing 1 Nurses' station, confirmed

none of the twenty-four residents had been asked
permission before plaging the clothing protectors,

FORM CMS-2567(02-08) Previous Versions Obaoletg Evont ID; 32HM12 Fackly |D: TNDSO1 f it contimuation sheat Page 12 of 39
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DEPARTMENT OF HEALTH AND HUMAN SERVICES W AP L2013
CENTERS FOR MEDICARE & AlD SERVICE MB NO. 09380391

STATEMENT OF DEFIGIENCIES £X1) PROVIDERISUPPLIERIGLIA P i RVEY
AND PLAN OF CORRECTION ) IDENTIFIGATION NUMEER; ﬁl:t:'llgm GONSTRUCTION (xa)%sgm
- 24
445141 B.WING 0T/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, 21 CODE ]
2510 PEER{ ESE RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37312
0X4) ID BUMMARY STATEMENY OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE LOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TagG cmsmmnug;-ré;gc Qfapgnwnmrs DATE
it #7
{F 272} | 483.90(b)(1) COMPREHENSIVE (F 27z)| Residest# 71 07/15/13
S5=0 | ABSESSMENTS : 1. ‘The DON, Admjinistrator, and MDS
The facility must conduct infialy and periodically epardinator reviewed MDS assessment dited
0/13 for resident # 71 on 7/9/13. MD$
a comprehensive, acturate, standardized odificat] d submissi p)
reproducible assessment of each resident's o idcatlon and submission (U) done on
functional capacity. 719113 reflecting use of trunk restrajnt when
up in w/c. Modificotion was made to the
Afacility must make a comprehensive X
assessment of 8 resident's needs, using the MDS Assessinent with an ARD Date of
. 4/30/13 for Resident # 71. The correction
resident assessment instrument (RAI) specified ta Section P, Item A. dert
by the State. The assessment must include st was made ta Section P, Item A, identifying a
laast the following: _ h-unk rest.raint for the rcsfident. The
Identification and demographic information; modification was transmitted on 7/9/13,
Customary routine; 2. The DON, ADON, Clinjcal Manager
Cognitive patterns; e Agers
Communication; and MDS$ Coordinator reviewed ail residents
Vision; 2| with restraints to ensure MDS assessmyents
Mood and behavier pattems; - + | were correctly coded and up to date on
Psychosarial well-being; 771112013, There were no corrections
Physigal functioning and structural problems: identified in the review.
Conlinence; .
Disease diagnosis and health conditions; 3. Beginning 7/15/13, the MDS
Dental and nutritional siatus; Coordinators will review restraints marked
Skin conditions: on MDS§ assessments and careplans for
Activity pursuit; accuracy in the weekly careplan conference
Medications; with the Clinical Managers. Beginning
Special treatments and procedures; , August, the DON or ADON will review four
Discharge potentjal; careplans per month which include.restraints
mentation of summary information regarding for six months or until substanitial compliance
the addltional assessment performed on the care is met as approved by the QAPI committee,
areas friggered by the completion of the Minimum DON will report results of monitoring at
Data Set (MDS); and : QAP meeting,
Documentation of participation in assessment. 4. Beginning Aug 2013, the DON will report

the MDS monitoring outcomes to the
quarterly QAPI committee 8/14/13, The
Administrator will report to the governing
body concerning these monitoring outcomes
on a quarterly basis or more often as needed.

FORM CMB-2567(02-85) Broviou: Varsions Obsoipie Evem ID: 324012 [Factity 1D: TNDBDY f If tontinuation sheat Page 13ar30
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FORM APPROVED

OMB NO. 09380351

UEFICIENGIES {X1) PROVIDER/SURPPLIERICE 1A

IDENTIFICATION NUMBER:

445141

{42} MULTIFLE CONSTRUCTION
A BLULDING -

8. Wing

{X3) DATE SURVEY
COMPLETED

R

D7i09/2013

NAME OF PROVIDIER OR SUFPLIER
BRADLEY HEALTH CARE & REHAB

STREET ADDRESS, CITY, STATE, 215 600E
2910 PEERLESS RD
CLEVEL AND, TN 37312

{X4) I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENTIES
(EACH DEFICIENCY MUST a5 PRECEDED BY ULl
REGLLATORY OR LSC IDENTIFYING INFORMATION])

(=] PROVIDER'S PLAN OF CORRECTION }

PREFIX {EACH CORRECTIVE ACTION SHOULD
TAG

CROSS-REFERENCER TO THE APPROPRIATE
JENCY}

x5
COMPLETION
DATE

BE

{F 272)

Gontinued From page 13

This REQUIREMENT is not mel as evidenced
by :

Based on medical record review, observalion,
and interview, the faciity falled tp complele an
accurate comprehensive assessment for one
resident (#71) of fifly-six residents raviewed,

The findings inciuded:

Resident #71 was admitted to the tacifity,on
January 17, 2011, with diagnoses including
Ostaoarthriis, Dementia, Alzheimer's Disease,
Depression, and Anxisty,

Medical record review of o Care Plan dated
January 3, 2012, revesled “...at fisk for falls..fall
3/23M3...no injury...soft bett applied..."

Medical record review of 3 Pre-Restraining
Assessment dated March 23, 2013, reveslad
“...lritard!saiplina‘y Team
Eva!uation.;.Recommandalions: O.T.
{oooupationsl therapy) eval (evaluation) W/C
{wheelchair) posftioning...”

Medical record review of g quarierly Minimum
Data Sat (MDS) dated Aptil 30, 2013, revealed
the residenit had.severe cognitive’ impaiment,
required extensive assistance of ons for
transfers, two or more falls withaut Injury, and no
restraint used.

Medical record review of g Physical Restraint
Elimination Assessment dated May 31, 2013,
reveatad *,..Cont {continus) with seat beij_ -

{F 272} 3

FORM CMS-2557(02-0%) Pravieus Vembons Qbzcige
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 6764 il 1 Trrnes2013
oy O APPROVED
BNO,

GENTERS FOR MEDICARE & MED! D SERVICES N
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIERICLIA X2) MULTIFLE CONBTSUCTIO
AND PLAN OF CORRECTION o IOEHHIElEGATlg?IPIEiUWEﬁ: i. ;un.nms o W}mfgﬂs\’.?
N R
445141 07/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, GITY, STATE. ZIP CODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37312
SUMMARY STATEMENY GF DEFICIENGIES PROVIDER'S FLAN OF C; CTION
;?:Ep’& {EACH neml‘ésfwm:z Pazchécom BY FULL, {EACH conggmvefcm%ﬂgﬁouw BE caubiamon
TAG REBULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENGED TO THE APPROPRIATE
PEFICIENCY)
{F 272} | Cantinued Fram page 14 {F 272}
Cbservation on June 10, 2013, at 10:43 am., in
the Wing One Dining Room, revealed the
. resident in & wheelchair with a soft belt restraint
usead.
Interview on June 11, 201 3, at 3:55 p.rn., in the
Wing One Nurse's Station, with the Direclor of
Nursing, confirmed the comprehensive
assessment was not accurate. Resident # 111, #141 07/15/13

{F 280} | 483.20(c)(3), 483.10(k)(2) RIGHT TQ
$8=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudgad
Incompstent or otherwise found to be
incapacitatad under the |aws of the State, to
participate in planning care and treatment or
changes in care and ireatment,

A comprehensive care plan must ba developed
within 7 days after the completion of the
comprehensive &ssessment; prepared by an

physician, a registered nurse with responsiblily
fc_>r the resident, and other appropriate staff in

legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as avidanced
by:

280 1 0n 719113, the DON, Admipistatoy,

-4 2.0n6125/13, DON, ADON, Clinical

Interdisciplinary team, that inciudes the attending

disciplines as determined by the resident's neads,
and, to the extent praclicable, the participation of
the resident, the resident's family or the resident's

Based on medical record review, review of facllity
documentation, and interview, the facllity fafled to

ADON, Clinical Managers and MD5 Coordinstors
reviewed and revised the careplan for resident
#111 to remave “1:1 Supervision” and add “attends
sunshine voom for direct supervision” and
Resident # 141 careplan to reflect “re-eduesta to
use call light when i need of assistance”,

i

Managers and MDS Coordinators reviewed fallz
far the Jast 45 days to ensure that the Gl
interventions were correct an the careplang,
Corrections were applied to three careplans and a
list of regidents whose careplans were changed
were reported to the DON on 6/25/13. A memp
communicating the changes to the careplans were
seqt to the nursing staff on 6/25/13 and signed by
staff as inserviced artd put In in-service Book 10
be reviewed by Clinieal Manugers, .

3. The DON, Administrator, ADON,
Clinieal Managets, and MDS Coordinators will
review all fally in the morning mecting. The
MDS Coordinators and Clinical Managers will
teview the careplan at this time to ensure that
the fall interventions are in place, The ADON
and MD$ Coordinators will review occurrences
and ensure interventions are on the careplang
and assess resident for compliance.

T

FORM CM3-2567102+85) Previous Versions Otaulnte
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . T FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA MULTIPL TRUCTI
AND PLAN OF CORRECTION ) IDENTIFIGATION NUMBER: ﬁmmLca " CONSTRUCTION NJ%E?;%EY
v R
445141 B. WiNG 07/09/2013
NAME QF PROVIDER OR 5UPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2010 PEERLESS RD
LE
BRADLEY HEALTH CAKE & REHAB CLEVELAND, TN 37312
(%) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FyLL PREFIX {EACH CORRECTIVE AGTION SHOWLD B COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFQRMATION) R Y CROSS-REFERENCED TO THE AFPROFRIATE DaTE
DEFIGENGY)
{F 280} | Continuad From page 16 - {F 280} Beginning August 2013 the DON or ADON
revise the care plan for two residents (#1141 and will review four care plans per month which
#141) of ﬁﬂy-&ix residents reviewed. include falls for six months or unti}
substantial compliance Is met as approved by
The findings included: the QAP committee. DON will report
results of monitoring at the QAPI meeting.
Resident #111 was admitted to tha faaility on
August 24, 2010, with diagnoses including 4. Beginning Aug 2013, the DON wiil report
Atriovent Block First Degres, Cardiac careplan mop{toring outcomes at the
Dysrhythmias, Cardlomegly, Cangestive Heart acheduled §/14/13 QAPI committee
Failure, and Sinoatrial Node Dysfunction. meeting. The Adminfstrator will report to
the governing body concerning these
Medical record review of the Care Plan for the monitoring cutcomes on & quarterly basis or
Prohlem Category of Falls revealed an more often as necessary.

intervertion dated May 18, 2011, *._Restorative
Nursing for Ambulation R/T {related to) unsteady
galt...risk factor: acoidents...” The Care Plan had
beoen updatsd far review ten times and had g new b
targst data of September 10, 2013, Continusd o
review of the Care Plan revealed on Detamber
21, 2011, "...Falk 12/21/11 no injury 1:1 (one on
one} supervision...* No thanges to the one on
one intervention had been made since Decem ber
21, 201,

Review of facility documentation revesled on

June 4, 2013, at 4:30 am., *...activity referra] for
early awakening prior to sunshine room .
attendancae., ”

Medicat recard review of the care plan revealed
ng documentation of the intervention Tor the
sunshine room.

Interview with the Direcor of Nursing (DCN) on
June 17, 2013, at 2:05 p.m. in the DON office
confirmed the care plan had not been revised to
refiect the intervention of June 4, 2013,
Coritinued interview with the DON confirmed the

FORM GMS-23070289) Previgys Varsions Obsalaln Even ID; 32tiM12 Facliy 1D: TNOBDY f if conlinuation shest Page 18 of 38
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FORM APPROVED
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STATEMENT OF DEFICINCIES (X1) PROVIDER/SUPPLIER/CLIA ML STRUCTION
AND PLAN OF CORRECTION ) IDENTIFICATION NUMBER: i’leww::.s CONSTRUCTIO pm)%;r‘eﬂsgrngner
v R
445141 B. WiNG 07/0912013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZJP CODE
2810 PEERLESS Rp
BRADLEY HEALTH CARE & REHAR CLEVELAND, TN 37312
{X4) 1b SUMMARY STATEMENT OF DEFIG ™ PROVIDER'S FLAN OF GORREGTION )
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PHEFIX {EACHC ADTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG cﬂoss-REFEREchn TO T%Emenommm DATE
{F 280} | Gontinued Frorm page 15 {F 280}
resident intervention of 1:1 from December 21,
2011, was no longer i place and the care plan for
1:1 had not been revised.
Resident #141 was admitted fo the facility on
August 19, 2008, with admitting diagnoses of
Urinary Tract Infection, Genarat Osteoarthritis,
Renal & Uretera! Disorder, Spasm of Mustle,
Generalized Pain, Bone/Skin MNeoplasm, and
Qsteaporosis,
Review of the faciilty's documentation of falls that
occured on April 18, 2013, anc May 18, 2013,
revealed an intervention of "re-sduicate to use call
tight when in need of asslstance”,
Meadical record review of the Care Plan for falls ot
revealed the new intervention for Rill prevention
for the falls on April 16,2013, and May 18, 2013,
had not been sdded 1o the Care Plan.
Interview with the DON on June 13, 2013, a1 9:45
a.m.. in the conferenca reom, confirmed the
resident's Care Plan had not been revised to
reflect the fall inlervention ordered. P
{F 281} 483.20{k}{3)(i) SERVICES PROVIDED MEET {F 281} Resident # 230 _ .
88=0 | PROFESSIONAL STANDARDS L A dlarification order for dialyis 07/08/13
The services provided or ananged by the facility was obfained on 6/13/13. A dialysis
: communication form was constructed for
Mmust mast professionsl slandards of Qualty. . Use on 6/13/13. Dialysis clinic recejved
communication fromn BHRC nurse and
This REQUIREMENT is not met as evidencad refumed documentation/communication
by: with resident appointment info.
Based on review of the facility's contract with the 2. There are no other residents recciving
dialysis provider,medical record review and dialysis at the dialysis center at this time.
Interview, the faciiity failad to ensyre well-being, All new communication forms (V) arein
—blace. Staffip-servicing regarding _
FORM CMS.-25%87(02.69) Previus Valons Obsolte Evont ID: 32012 Faclity t0: TNOS(1 et Pega 17 of 39



Jul. 26. 2013 3:42PM

No. 6764srivP. 2079412012

DEFARITMEN T OF HEeALTHAND HUMAN SERVICES FORM APPRGVED
CENTERS FOR MED) EDICAID SERVICES OMB NO. D938-0391
STATEMENT OF DEFIGIENGIES (X1} PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEF: A BULDING M
> R
445141 B, WING Q7i09/2043
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE, ZIP CODE
2010 PEERLESS RD
BRADLEY HEALTH CARE & REHAR CLEVELAND, TN 27342
{X4) IO SUNMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN DF GORRECTION “L{_rgn
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FuLL, PREFIX {EACH CORRECTIVE AGTION SHOULD BE co ]
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cms'mggﬁ.g.gac T;;Emv_nomre DarE
{F 281} | Continued From page 17 {F 267}/ care of a dialysis resident palicy (V) began on
for one resident (#230) of one resident raceiving 7/8/13 and is ongoing a5 needed per Clie: Mgr.
dialysig, of fifty-six residents reviewed, 3. In-servicing regarding care of resident
and communpication tools (V) will be ongoing
The findings included: to ensure policy and contract is followed.
Clinical Managers will review communication
Resident #230 was admitted to the faciiity on tools and dialysis clinic notes after each
June 3, 2013, with diagnoses including Sepsis, appojotment. DON and/or ADOQON will be
Pneumonia, End Stage Renal Diseage, Diabetes notified if any discrepancies arise.
Mellitus 1, Pragsure Ulcer, and Mental Disorder. 4. Clinical Managers will review for
compliance and any reports/trends of concern
Medical record review revealed the resident will addressed to the QAPI commitree by
routinely received dailysis from the contracted DON beginning with the scheduled 8/14/13
dialysis pﬂ)\"dar and revgaled no facnlly tn faoiﬁty QAPI meeﬂng. The Administrator will report
communication. . to the governing body on a quarterly basis or
Review of the facility contract with the dislysis more often as necessary.
fanility revealed "...responsibilities of BHRC B
(Bradley Health Care & Rehab)...BHRC staff wil| Lt
make an assessment of eagh patiant's physical
condition and determine whether tite patlent is
&tabla enough to be dialyzed.. this aBsessment
will be communieated to the faciiity's nurse
manager or...designed. This assessment and
communication will occur prior to each and avery
transfer of a patient to.. for
hemodialysis...regardioss of the numbar of times Cou
any particular patient may be transferrad and . '
dialyzed...Respansibilities of (the dislysis :
clinic)...shall provide ralevant information
regarding each patient's dialysts freatment...shall
provide Instruction to certaln déesignated
employees of BHRC about the proper care and
treatment of a dialysis patiant's vascufar
@ccess...and abotit the care and treatment and
monlttering of a patient with chronic renaf ’
failure...information which may be utilized in tha
development and maintenance of BHRC's patient
care plans..."
FORM CMS-2687(02-80} Previous Versions Cosolta Event ID: 32HM12 Foshy I0; TNOBOT i continuation sheet Page 18 of 39
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR TED: 2013
CENTERS FOQR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/BUPPLERCLIA MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION ( IDENTIFICATION NUMBER: Eﬁumm GONSTRY "‘3’&'315&”55‘3“
. R
443141 & NG 07/08/2013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE. Z1P CODE
_ 2910 PEERLESS RD
BRADLEY HEALTH GCARE & REHAR CLEVELAND, TH 272312
Py 1o SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S FLAN OF-GORREGTION pes)
PREFX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION EHOUL D BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) “TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY] -
{F 281} | Continued From page 18 fF 281)
Interview with Unit Manager #1, on June 13,
2013, at 9:50 a.m.. in the Wing 1 nursing statlon,
sonfimend there was no order for the dialysis.
Continued interview with the Unit Menager
confirmed no staff education regarding diglysis
and shunt site care had been compieted for the
Nurses or the Certifleg Nursing Assistants.
Further interviaw revesled the faciiity receivad =
faxed copy of the Outpaflant Disiysis Fiawshest
from the dialysis faollity if' they "call and ask for it.”
Further interview confirmed the onfy
communication between the facility and the
dislysis faciilty was a phone call " needed". The
information was not sent back fo thefacility
immediately post dialysls and no regular
Sommunieation was provided, Continuad ,
intéirview confirmed there was np faciiity to fagiiity '
communication including documentation of
essessment by the facility Prior to sending the
resident to dialysis and no documentstion from
the dialysis center eemmunicating the care and
condition of the resident during and retuming
from dialysis. Further interview with the Unit
Manager confimned the faclilty contract-with the
dialysis canter had not been followed, -
{F 323} | 483.25(h) FREE OF ACCIDENT (F323) 1 #134 N 07/15/13
5= HAZARDSISUPERVISIDNIDEVICEB Treatment plan and falls interventions
vere reviewed by DON, ADON, and MDS
The facility must ensure that the resident Coordinator on 6/20/13, noting
environmesit remains as free of accitent hazards clarifications to interventions on 6/19/13
as is possibla; and each resident recsives being fall mats next to bed (not PRN) and
Btequate supenvision and assistance devices io on 6/24/13 clarification of agsist up for
prevent accidents. meals and offer gssistance to Dining Room
) (resident refuses at times), resident
fed by staff in room as needed. Fall
Interventions for this resident are:
Lo i
FORM CMS-2567(02-88) Previous Versions Cbasleje Evanl IR 32HM2 Facify 1 ‘TNDED1 if continuation shest Page 15 of 39
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES

No. 6764 . 79

PRINTED: 07/11/2013
FORM APPROVED

GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09 30
l STAYEMENT OF DEFIGIENCIES ’ %1) PROVIDERISUPPLIER/GLIA MULTIPLE CO ' URVEY
AND PLAN OF CQRRECTION e IDENTIRIGATION NUMBER: ﬁumnms F CONSTRUCTION "‘”é‘éﬁ%fmn
- . R
445141 8. Wine 070012043
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRADLEY HEALTH CARE & REHAB 2930 PEERLESS RD
CLEVELAND, TN 37312°
{X4) ID SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CGRRECTION x5}
PREFIX (EAGH DEFICENTY MUST BE PRECEDED HY FULL FREFIY | - (EACH CORRECTIVE ACYION BHOULD e COMPLETION
TAG REGULATORY OR LSC IDENTFYING INFORMATION) TAG cnoss-REFaREbEﬁNcsumE: GT%EAFFHD_ PRIATE BATE
X locked, fall mats baside bed, soft belt restraint
{F 323) Ca-ntmuad From page 18 {F 323} in w/c, up for meals as tolerated, bed alarm,
I:;‘-'s REQUIREMENT s not met ac svidancecd Ee,h,?g;t gm m was ’:‘}%ﬁ? on 6/19/13
' . . ¥ Qordihator ah assessed
Based on medical rocord review, review of facility. resident care plan and spoke with resident on
:‘laf" Inveusfﬂa?::lﬁm:‘ dammentaﬁg:ﬁlnmmgw. review 6/20/13. Resident was in w/c with no distress
man rer's recommendations . .
. * ted. Medical Ditector reviewad treatinent
ohservafions, review of facllity restraint committes aoted. -
meeting minutes and review of the facilty palicy plan, md;di;‘ g falls interventions snd
for Sunshine Room Guidelines, the facllity falisg reaffirmed plan of care on'6/25/13. Direct
to provide supervision to prevent accidents for 4en care staff was jn-serviced O intervention
residents (#134, #37, #58, #71, #96, #111, 462, changes on §/24/13 by Clinical Manager and
#1953, #2, #18) of fifty-six residents reviewed ang then in-service information placed in the in-
falled.to & apply soft belt restraint according to service communication book and
manufaclurar's instriuctions for one resident {#13) interventions added to aursing and CNA
of five =oft belt restraints reviewad. The facility's care plan by Clinical Manager. Clinical
faliure placed faur residents (#1.34, #37, #58, Manager/Weekend Supervisor to review in-
#71) in Inmediate Jeopardy (& situstion in which service sheets and signatures daily x 2 weeks
the providers noncompliance with ohe or more . *{ or longer as apprapriate to monitor staff
requirements of participation has caused, or is * | awareness. This will be reviewed by DON/
likely to cause, Serious injury, hamm, impaiment, ADON, Staff Development Nurse for
or death t?;f;é]:“d_?;g of atE"“:ﬂﬁ"f.;eHs'de?;s compliance - random reviews, two times a
reviewed 5. T'he-systematic faliure 8
-ensure any reskdent at risk for falls was provided Eﬁsf;umfp‘?::; ::,egm
effestive interventions; fallure to ensure alarm CNA careplans if oceugre 4
Ao p . ; arep. 008 OCCUrS an
devices were In place andfor functions!, and verbal/written in-services will be conducted
fallure to identify and implement new s . .
interventions when current inteiventions were not and placed in communication for Clinical
-effective was likely to place any residenit at risk Manager/Woekend Supervisot revigw.
for falfs in Immediate Jéopardy. ADON did a room, check on equipment and
;::iimnment.on ?119! l:’:icnsurmg p:r;:ger
The facillty provided an acoeptsbie Credible Heorre W place and operationsl {low
Aflegstion &f Compliance on June. 29, 2013, A bed, floor mat, bed alaem),
revisit on July 9, 2013, revealed the comective #? _ _
actions Impiemented removed the Immediate Treatment plan and falls intervantions were
Jeopardy on June 29, 2015. reviewed by DON,ADON, and MDS
Coordinstor on 6/20/13, with <hanges to care
Nen- enmpliance for F-323 continyes at an & plan being anti-tippers to w/c on 6/24/13.
jevel cltafion. Fall interventions for this resident are: bed
Against wall, floor mat, anti-tippers on wic,
soft belt in wie, and chair alarm in’
_—-_—-'__———'“—_ n
FORM CMS-2567(07-08) Pravibus Verslons Obsolete Event 1B 32HM12 Facitty I0s TNOSOT i continuation sheet Page 20 ar'3p
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No. 6764 P. 23
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR A 2013
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, b828-0391
STATEMENT OF DEFICENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECHION IDENTIFICATION NUMBER: A BLILDING COMPLETED
" R
445141 8. WING 0710912013
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
2918 PEER]LERS RD
. BRADLEY HEALTH CARE & REHAR CLEVELAND, TN 37312
pgg o SUMMARY GTATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BIY FULL PREF1X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATDRY OR LEC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE RaTE
DEFICIENGY) -
room. DON assessed resident and care plan
{F 323} ) Continuett From page 20 . {F 323}| on 6/24/13. Changes/updates made to care
Validation of the Credibie Allegation of plan, resident in w/c with soft belt applied.
Complaince was accomplished through medical Medical Difector reviewed treatment plan,
racord review,review of facility conymunication including falis interventions and reaffirmed
books, abservation and interview with front line plan of care on1 6/25/13. Direct care-staff was
staff and administrative staff. The facility provided in-serviced by Clinical Manager on 6/24/13
evidence of néw policies and proestiures relatad and thex in-service information placed in the
to accidents and supervision, chair and hed In-service communication book and
alarms, the facility quality improvement program interventions added to nursing and CNA
and evitance the Medical Direcfer and care plan by Clinical Manager. Clinical
Administrator had reviewsd and approvad all Maneger/Weekend Supervisor 10 review in-
policies and pracedures. Inservice and raining service shests and signatures daily x 2 weeks
records including sign-in shests for afl nursing or longet a5 appropriate to monitor staff
and non-nweing steffl related to the new policies awateness. This will be reviewed by DON/
and procaedures were provided. Intervisws with ' Y
nursing staff revealet nurses and certifiad ADOI: Staff Development Nutse for
nursing assistanis were foliowing the new policy compliafce — randorm reviews, two times a
and procedure realted o acdidents and § Week for & weeks and then every week.
supervision, alarms and facility quality r| Charge Nusses will update careplans and
Improvement. Observations revaaled assistive CNA careplans if occurrence occurs and
devices were propsriy appiied and functioning, verbal/writien in-services will be conducted
ceriifiad nursing assistants were condutting and placed in communication for Clinical
alarm checks, and facility commuriication books Manager/Weekend Supervisor review.
were being uillized. ADON did a room check on equipment and
environment on 6/19/13 ensuring proper
The faciiity will remain out of compliance at a devices were in place and operational (floor
Seope and Severily level "E"- no acius! herm with mat, anti-tippers on w/c, soft helt and chair
potential for more than miinimal hanm that ts not . | alatm), ' -
Immediiate Jeopardy uniil it provides an '
accaptable pign of corection and the facillty's
correcive measures colld be reviewed and
evialumed by the Quiality Assessmant/
Performance Improvement Committee.
{F 326} | 483.25(l) DRUE REGIMEN 1S FREE FROM {F 324}
s8=h | UNNECESSARY DRUGS
Each resident's druy reglmen must be free from
unrecessary drugs. An unnecessary drug is any
drug when used In excessive dose {including
FORM CMG:25R7{02-83) Pravious Versions Obsolely Event ID:32HMA2 Facley 1O TMOS0T if continuation sheet Page 21 of 39

f



Jul. 26 2013 3:43pM

No. 6764 P. 24
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR e Q1172013
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. B238-0391
STATEMENT UF DEFICIENCIES X1} PROVIDER/SUSPLIER/GLIA MRILTIFLE GO
o I ar NG { USus . A-(xzim L NETRUGTION {x3) ggTE SURVEY
- R
445141 B.WiNG
070512013
NAME OF PROVIDER QR SUPPLER STREET ABDRESS, CIVY. STATE, 2IP CODE
BRADLEY HEALTH CARE & 71D PEERLESS RD
REMAB CLEVELAND, TN 87312
*4) D SUMMARY STATEMENT OF DEFIGENCIES n PROVIDER'S PLAN OF COR %)
m-q-{ FIX (EACH DEFICIENEY MUST BE PRECERED BY FULL FREFIX (EACH OORHECTWE&CT%NNS‘HESS-DNEE
TAG REGULATORY OR LSC IDENTIFYING [RFORMATION) TAG GROSS-REFEREEIEGE'D TS TH)EAPF‘RDFHIATE DATE
#58
{F-323} | Continued Fram page 19 {F 323}) Treatment plan and falls interventions were
This REQUIREMENT is not met es evideticed reviewed by DON, ADON, and MDS
by: Coordinatot on 6/20/13, with changes to care
Based on medical record review, review of faclity plan on 6/24/13, DC 1:, fall Interventions
fall investigation documentation, interview, review for this resident are nonskid footwear,
of manufacturer's racomvendations, weighted blanket, sunshine room duting
obsat:]-::ll:i?sﬁgsvlemé of fﬂrﬁyfr?hsb?igiiﬁyumnnstuee houre of operation when up in w/c and wife
mee n and review of the fa poficy or daughter not present, bed and chair alarm,
for Sunshine Room Gtildelines, the facllity failed Residele: care pl:ﬁw. was reviewed and resizgt
{o provide supervision to prevent accidents for ten assessed on 6/20/13 by DON with
X no changes
residenits (#134, #37, #58, #71, #95, #4111, #52, at that-time, Resident was i shi
#1098, #2, #18) of fiy-six residents reviewed and at the time (appronimately 1iany O
failed to a apply soft belt restraint acconting to e ooy 'y L1am).
' Clarification of intervention on 6/24/13
manufaciurer's instructions for one resident [#13) added “ da "
of five S0t bt restraints reviewed. The facllity's ed ‘when daughter not present” and bed/
failure placed four residents (#134, #37, #58, chair alarm, eliminating verbage “when
#71) in iImmediate Jeopardy (2 Situation in which Indicated”. Resident care plan was reviewed
the provids's nancompliance with one or mors ; by MD$ Coordinator on 6/24/13. Medical
requirements of participation has caused, or is . | Director reviewed treatment plan, including
likely to cause, sefious injury, harm, impzirment, falls interventions and reaffirmed plan of care
ar death to a resident) of éighteen rasidetits on 6/25/13. Direct care staff was in-serviced
reviewet for falls. The systemaitic fallure 1o on 6/18/13 by Clinical Mapager regarding
ensure any resident =t risk for fafle was provided sunshine room attendance and taking
effective’interventions; faliure to-ensure atarm tesident there when up. Direct care staff was
devices were in piace and/or functional, and in-serviced by Clinica] Manager on 6/24/13
fallure to identify and implemerit new and then in-service information placed in the
intervantions when current inferventions were nat in-service communication boek and
effeclive was llkely o idenit at 1} i e
v o place any residerit at risk Interventions added to nursing and “alarm),
for Talls in iImmadiate Jeopardy. CNA. care plan by Clinical Manager, Clinical
‘ . . Manager/Weekend Supervisor to review in-
Thie facility provided an acceptable Cradible service sheets and sign::ures daily x 2 weeks
Aliegation of Compllante en June 29, 2013, A or longer as appropriate to monitor staff
revisit on July 9, 2013; ravesied the correotive 2 This will b
h - wareness. This e reviswed by DON/
actions imptemented removed the Immediate
Jeopardy on dune’79, 2013 ADON, Staff Development Nutse for
* - complance ~ random reviews, two times a
. e . - week for 8 weeks and then every week.
:::gl'g?:;g:;am for‘ F-328 continues at an "& Charge Nurses will update careplans and
- CNA careplans if occnrrence eccugs and
verbal/wrltten in-services will be conducted
FORM CMS-2567(02-19) Pravious Varsions Obisalsls Evant L SaHAT2 Fachiy I; TNDRUT If continuatiot shaet Paga 20.of 30
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DEPARTMENT OF HEALTH AND HUMAN SERVICES e pL112013
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-5391
[ STATEMENT OF DEFICIENCIES {X1) FROVIDERISUPPLIER/CLIA (X2} MULTIRLE DONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORBECTION IDENTIFICATION NUMBER: - A BUILDING COMPLETED
v R
4441 8. WiNG 07/08/2013
NAME OF PROVIER OR SUPBLIER STREET ARDRESS, CITY, STATE, ZiP CoDE
N 2810 PEERL ESS RD
BRADLEY HEALTH CARE & REHAR GLEVELAND, TN 37312
(%4) i SUMMARY STATEMENT OF DEFICIENGES o) PROVIDER'S PLAN OF GDRRECTION %5)
EACH DEFISIENGY MUST 8E PRECEDED BY FLLL PREFIX (EAGH CORRECTIVE ACTION SHOLLTY BE GOMPLETON
P-}ngx l{EGULAD‘!%FRY DR La;::‘1 IWENTIFY NG NEQRMATION} TAG CROBS-REFERENCED TO THE APPROBRIATE DATE
DEFICENCY) *
and placed tn communication for Clinical
{F 323} { Contirved From page 20 {F 323}( Manager/Weekend Supervisot review, ADON
Validation of the Cradible Allegation of did a roomn check on equipment and
Complalnce was accomplished thmugh medical ' snvironment on 6/19/13 ensuring proper
record review,review of facillty communicalion devices were in place and operational (bed
books, observation and interview with front fine alarm and char alarm)
steff and administrative staff.. The faclity provided #71
evidence of néw policies and pracedures related Treatment plan and falls interventions were
to accidents and superutsion, chalr and bad teviewed by DON, ADON, and MDS
alarms, the facllity qualiy Improvement program Coordinator on 6/20713 with clarifications of
and evidence the Medical Director and bed against the wall and low bed. Fall

Administraitor had reviewad and approved all
policies and procedures. Inservice and training
records including sign-in sheets for o nutsing

interventions for this resident are: bed against
wall, low bed, floor mat, bed alarm, nonskid

end non-nursing staff related io the new policies hm’ a:;: soft belt ‘;’hﬂe in ;’ci DON
and proceduras were provided. Interviews with ey pesident, restraint was in plice and no
nursing steff revesled nurses and oertified distress noted, and reviewed care plan on
mlng ass‘stants were foﬁmng the new mﬁcy 6120713, Medical Director reviewed treatinant
and procedure reaited to acoldents and 3 plnn, includi.ng falls interventions and
mpanﬁslm alarms and facimy quaﬁty ' reaffirmed plﬂn of eare on 6/25/13, Direct care
improvement. Observations revealed asslstive staff was In-serviced on 6/24/13 by Clinical
devices were properly applied and functioning, .1 Manager and then in-service information
cerlified Aursing assistants were conducting placed in the in-service communication book
dlarm chedks, and faciiity sommunication books and interventions added to nursing and CNA |
ware being utilized, ’ care plan by Clinical Manager, Clinical
Manager/Weekend Supervisor to review in-

The: facillty will remain out of compliance at a service sheets and signatures datly x 2 weaks or
Scope and Severily lavel "E"- 110 aciual harm with longer as appropriate lo,manitor staff
potential far mere than minimal hamm that Is not - | awareness, ‘This will be reviewed by DON/
Immediate Jeopardy untit It provides an - ADON, Staff Development Nurse for
acceptable plan of vorvection and this facility's _ compliance - randorm reviews, two times a
cofrecive measures could be reviewed and - week for 8 weeks and then every week.
evaluated by the Qualily Assessiment/
Petrformance.improvement Commities.

{F 328} | 483,251 BRUG REGIMEN IS FREE FROM {F 329)

55=pD | UNNECESSARY DRUGS

Eagh resident's drup regimen must be'fraa.frnm
unnscessary drugs. An'unneressary drug is any
drug when used in excessiva dose {including

FORM CME-258T{0-00) Pravizus Versfons O siels Evant trazhM12 Fagliny 10 TR060) IF confinuation sheet Page 21 of2p
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 6764 P,
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PRINTED: 07/11/2013
FORMAPPROVED

OMB NO. 0938-D391

This REGUIREMENT is nol met as evidencsd
by:

Based on medical record review, review of facility
fail investigation docurnentation, Interview, review
of manudfactiser's racommentations,
observalions, review of facillty resirainl committes
meeting minutes and review of the facility poticy
for Sunshine-Room Guideiines, the faciity failed
to provide supervision fo prevent accidents for ten
residents (#134, #37, #58, #71, #95, #1111, #52,
#193, #2, #18) of fifty-six residenis reviewad and
falled to & apply soft belt restraint ascording to
manufacturer's instructions for oné resldent (#13)
of five soft bet restraints reviswsd, The feicllity's
failure planed four residents (#4134, #37, #58,
#71) in Immediate Jeopardy (o sitvation in-which
the provider's noncompliance with one or more
requirements of participation has caused, or is
fikely to causs, serious injury, harm, impairment,
ar death te & resident) of sighteen résidents
reviewed for falis. The systeriztic failure to
ensure any resident al riek for fells wes provided
effective iriferventions; fallurs to ensure slarm
devices were in place andfor functions), ani
failure to identify and implemant new
inferventions when curent interventions were not
effective was likely 1o place any resident at rigk
for fails-in Immediate Jeopardy.

The faiiity provided an acceptable Crediili
Allegation of Compliance on June 29, 2013_ A
revisit on July 0, 2013, ravealad the corective
actions implamentsd removed the kmmediate
Jdsopardy on June 29, 2013,

Non-.compliance for F<323 confinues at ap"g*
lavel citation,

STATEMENT OF DEFICIENGIES (X1} PROVIER/SUPPLIER/CLIA [¥2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BULDING COMPLETED
445141 B wina 07i08/2013
NAME OF FROVIDER DR SUFPLIER STREET ADDRESS, CITY. 5VATE, 2IP CODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAR GLEVELAND, TN 37312
SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION 5)
é’éfgpﬁ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLERION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG cnoss-nEFEREDNgFE'g Jo N&r:;zmomm oaT
Charge Nurtses will update careplans and
{F 323} | Continusd From page 19 {F 323) CNA careplans if occurrence gceurs and

verbal/written in-services will be condurted
and placed in communication for Clinieal
Manager/Weekend Supervisor review.
ADON did a room check on equipment and
environment on 6/20/13 ensuring proper
devices were in place and operational (low
bed, floor mat, bed alarm).

F95

Treatment plan and falls interventions were
reviewed by DON, ADON, and MDS
Coordinator on 6/20/13 with clarification of
lotion with pump spont being removed (slick
floor) and encouraged family regarding not

| bringing that type of lotion and staff will
assess resident iterns with care on 6/24/13.

Pall interventions for this resident are nonskid
socks, keep environment clean of lotions or

and reviewed care plan on 6/25/13, resident in
w/¢, no distress noted. Divect care staff was
in-serviced on 6/24/13 by Clinica] Manager
and then in-service information Placed in the
in-service comtounication book and
interventions added to nursing 2nd CNA care
plans by Clinical Manages. "Clinical Manager/
Weekend Supervisor to review jn-sexvice
sheets and signatures daily x 2 weeks or

longer as appropriate to monitor staff
awareness,

This wil] be reviewed by DON/ADON, Staff
Development Nurse for compliance - random
reviews, two times a week for § weeks and
then every week. Charge Nurses will npdate
careplans and CNA careplans if occurrence
occurs and verbalfwritten in-cervices will be
conducted and placed in communication for

anything on floor. DON assessed the resident -

FDRM CMS-ZSE7({r2-001 Previouy Verziens Obaniate

Evant D 32HM12

Facimy D TW0S01

f
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No.
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PRINTED: 07M1/2013
FORMAPPROVED

OMB NO. D938-0301
STATEMENT OF DEFILIENGIES (%1} PROVIDER/SUPPLIER/TLIA MULTIRLE CONSTRUCTION DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: ﬁ,}u,mms W}GOM‘LETED
445144 8. WiNe azins/2013
NAME OF PROVIDER OR.SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2940 PEERLESS RD
ERADLEY HEALTH CARE &.REHAB CLEVELAND, TN 37312
SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5y
.E.’,?.‘:;’,:,‘i feawnsptclsr%“? MUST BE FRECEDED By FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG BS-REFERENCED ‘TO THE APPRUPRIATE OATE
UEFIGENCY) -
) Clinical Manager/Weekend Supervisor
{F 323} | Continued From page 20 {F 323} review. ADON did a room check on
Validation of the Credlble Allegation of equipment and environment on 6/20/13
Gomptainee was accomplished through medical ehsuring proper devices were in place and
record review,review of facliity communication operational (bed and chair alarms),
books, ohservation and interview with front line #1t
staff and adminisirative staff. The fagility provided Clinical Manager and DON/ADON reviewsd
avidencs of néw pelicies and pmn@dugas refated care plans with changes noted baing chajr pad
{0 acaidents and supervision, chalr and bed alarm De'd 6/19/13, alarming seat belt 6/19/13
alarms, the facllity quality improvement program after assessment by Clinical Manager. Fall
iréd ?vllganw hmaed Me{!il Dn‘egtur and I interventions for this resident are fall mat on
minisbator had peviewed and approved 8 floor, nonskid shoes/slippers when out of bed,
poﬂcirgs iand [:irocsdure; lnsennf::: a‘l':d tratrl:‘ing actlvity bundle at nurse’s station when needed,
recards including sign-in sheats for ail nursing bed alarm, and seat belt alarm, DON gseegsed
and nomn~nursing staff reiated to the naw policies tesident and reviewed \ 6124/13
and procedures ware provided, interviews with oo oG revlewed care plan on :
: resident up and in w/c in sunshine room,
hursing staff revealed nurses and cartified Di o rviced on 671571
nursing dsslstants were following the new poficy irect care stff was in-service on 6/19/13 by
and procedure realted o accidents snd 4 Clinical Manager and then In-service
Supervigion, alarms and facility quallty , | information placed in the in-service
improvement, Obsarvatfnns revealad gssistive commnnication book and interventions addad
dm ware pmpeﬂy app‘“ed and funcﬂan]ng’ to nhursing and CNA, carg plﬂ.l.'.l. by Clinical
ceriified nursing assistants were conducting Manager. Clinical Manager/Weekend
alarm checks, and faciity commuriication books Suparvisor 1o review in-service shaets and
were bading uifized. : signatures daily x 2 weeks ot longer as
e fate to monitor staff Thj
2ppropriate to monitor staff awareness. This
The fachity will remaiin out of onpmpiiance at a will be reviewed by DON/ADON, Staff
Scope and Saverily level "E™ no aciual harm with Development Nurse for ¢ompliance - rapdom
potential for more than minimal harm that is not review, two times a'week for 8 weeks 'and then
immediste Jeopardy unift it provides an every week. Charge Nuries will update
acceptable plan of comection and the faclilty's careplans and CNA careplans if occurrence
comasive measures could be reviewed and occurs and verbal/written in-services will b
megng ﬁwpmeﬁh&?:lﬂm conducted and placed in communication for
_ . Clinical Manaper/Weekend Supervisor review.
{F 326} [ 483.25(l) DRUG REGIMEN IS FREE FROM {F 329} ADON did a roosn check on equipment and
55=0 | UNNECESSARY DRUGS eavironment on 6/20/13 ensurlug proper
) devices were in place and operational {floor
Eash rasident's drugregimen must be fres from ¢ bed belt alarmms).
unnecessary drugs, Arrunnecessary drug is any mat, bed and seat belt alarms)
drug whien used in excessive dose {inciuding

FORM CMIS-IR87(02-88} Previous Vatsians Obsoleie
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This REQUIREMENT is noi met as evidenced
by:

Based on medical retord review, review of faollity
fall investigatinn deoumentation, infarview, review
of manufacturer's recommendations,
observalions, review of faciity restraint commitiee
meeling mintites and raview of the fauiity policy
for Sunshine Room Guidelines, the faciitiy falled
to provide supervision fo prevent aceidents for ten
residents {134, #37, #58, #71, #O5, 2111, #52,
#193, #2, #18) of fifty-six residents reviewed and
falied to a apply soft belt restraint according to
manufacturer's instractions for one resident (#13)
of five soft helt réstrainis reviewsd. The fachity's
faliure placed four residents (#134, #37, #58,
#71) In' Immediste Jeopardy (a Situation in which
the provider's noncompliance with one or more
requirements of participation has caused, or is
likely 10 cause, sarious injury, harm, impaiment,
or death to & resident) of eightesn residents
reviewad for falls. The systermtic fallure to
ensure any resident al risk for falls was. providged
effective interveritions; failure to ensure alarm
devices were in place and/or fungtional, and
failure to identify end implement naw
intervertions when cunent nterventions were nol
effectiva was likely 1o place any resident at risk
for falls In Immediate Jeopardy.

The fatility provided an acceptable Credible
Allegation of Comgliance an June 20, 2013, A
ravisit on July 9, 2013, reverlsd the comective
actions implemented removed the Immediate
Jeopardy an June 29, 2013,

Nor--compliance for F<323 continues at an “E*
levet citation,

T

(X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A BUILDMG QDMELEITED
sa5141 B. WinG 07/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, KTATE, 2P CODE
2810 PFEERLESS RD
BRADLEY HEALTH GARE & REHAR GLEVELAND, TN 37512
BUMMARY STATEMENT OF DEFICIENGIES '3) PROVIDER'S BLAN OF CORRECTION
é:&E’FIR: {EACRH DEFICIENCY MUST BE PRECEDED BY EULL PREFIX {EACH CORRECTIVE ACTION SHOUW.E BE mg@m"
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG cnoss-nsmneggggm m}smgmm‘m DATE
. ¥53
{F 323) Continuad From pags 19 { 323) This restdent’s interventions were assessed on

6/24/13 by Clinical Manager and DON with
no darifications required. DON assessed
resident and care plan on 6/24/13 apd
checked bed wheels which were locked. Fall
interventions for this resident are bed in low
position, wheels locked, nonskid footwear,
and house shoes within reach. Direct care
staft was in-serviced on 6/24/13 by Clinical
Manager and then -service information
placed in the in-service communication book
and interventions sdded to nursing and CNA
care plan by Clinical Manager, Clinical
Manager/Weekend Supervisor to review in-
service sheets and signatures daily x 2 weeks
or longer as appropriate to monitor staff
awareness. This will be reviewed by DON/
ADON, Staff Development Nurse for
compliznce — random reviews, two times a
week for 8 weeks und then every week,
Charge Nurses will update cateplans and
CNA careplans if occurrence oceurs and
verbal/written in-services will be conducted
and placed in communication for Clinjea]
Manager/Weekend Supervisor review.
ADON did a room check on e uipment and
envitonment on 6/20/13 énsuring proper
devices were in place and operationgl (hed in
tow position with - wheels locked).

#193
Resident chart reviewed on 6/24/13 by
Clinical Manager and DON. Resident was
sent back to hospital on 6/12/13 at 7:05pm
due to slurred speech, On 6/14713, resident
sent beck to facility from Memavial Hospital
after another “episade”, resident arrived at
facility at 7:4Spm - MD order to send to
Erlanger - non-verbal vz stable,

FORM CMS-2557[02.-68) Previnya Virsians Ohgolate
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PRINTED: 07/11/2013
FORMAPPROVED
OMB NO. 6838-0301

STATEMENT DF DEFICIENCES {X1) PROVIDERJSURPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X1) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILONG COMPLETED
445144 B.WING 07/08:2013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAR 10 PEER

CLEVELAND, TN 87312

X4y D SUMMARY STATEMENT OF DEFIZIENCIES o] FROVIDER'S FLAN OF GORRECTION (XS}
" PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGLULATORY OR LSC [DENTIFYING INFORMATION) TAG CRUSS'REFERESEE,%;E% CHY-;E APPROPRIATE BATE
Report frora Memorial Hospital - no acute
{F 323} | Confinued From page 20 {F 323)} abnormality of MRI brain. Resldent sent via
Validation of the Credible Allegation of EMS at 7:55pm. Resident discharged to
Complaince was accomplished through metical hospitzl,
record review,review of facility communication #2
books, observation and interview with front ling Clinical Manager, DON/ADON reviewed care
staff and administrative staff. The fscility provided plan on 6/24/13, No changes or clarifications
evidancs of néw pnliniei ang g;eaﬂuregerg!atad were made at the time. Fall interventions for
to accidemts and supervision, ir and this resident are nonskid cocks, Direct cars
alarms, the feclity quality iImprovement program staff in-serviced again on 6/24/13 by Clinjcal
and evidenca ihad Medical Direstor zai'nclvmi . Manager and then in-service infomfﬂoﬂ
Administrator had reviewsd 3'-"5' appro g a placed in the in-service communication book
pollsies and procedures. Inservice end taining and interventions added to nursing and CNA
records including sign-in sheats for afl nursing care plan by Clinical Manager. Clinical
and non-nursing staff relatsd to the new policies .
Menager/Weekend Supervisor to review in-
and procedures were provided, Interviews with ,

X service sheets and signatures daily x 2 weeks or
nursing ataff revasled nurses and cerificd io R " &
nursing assistants were following the new policy - TEer 23 appropriats to monitor sta
and procedure realted 1o aceidents and 4 @wareness, Thiz will be reviewed by DON/
supervision, alarms and facllity quality 1| ADON, Staff Development Nurse for
improvemenit. Observations revealed assistive compliance - random teviews, two times a
devices were propexly applied and functioning, ;eek fn:vfll Weeak: and thcin mr);wce;k Charge

nursing assistants ware conducting nrses update careplans an A
alarm chedks, and facility commuriication books careplans if occurrence oceurs and verbal/
were braing utilized. written in-services will be conducted and

placed in communication for Clinical
The faclitty will remain out of compliance ata Manager/Weekend Supervisor review, Direct
Scope and Severity lavel "E™- no actual harm with <are staff in-serviced regarding chair to sit in
potential for more than minimal-harm that is not when making phone callir encouraging rest
Immediate Jaopardy until it provides an periods, husband education on asking for
acceptable plan of comection and the facity's asgistance, bed alarm and chair alarm. .
correcive measuras could be reviewed and ADON did 2 room check on equipment and
evaiuated by the Quality Assessmeant! environiment on 6/19/13 ensuring proper
Performance Improvement Committee. devices were in place and operational (bed
{F 320} | 483.25(]) DRUG REGIMEN 1S FREE FROM {F 328} | alarms and chair alarms).
§5=D | UNNECESSARY DRUGS
Each resident’s drug regimen must be free from
unnecessary drigs, An unnatessary drug Is any
drug when used in-excessive dose {including
FORM CAIS32507(02-00) Pravious Varsians Obsolete Event ID:azHM1§ Faclily-I; ‘TNOG0 § if eontinustion Eheet Page 21 of 39
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No. 6764 P, 30
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRFORM:AggEg\?Eig
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0538-0291
STATEMENT GF DEFICIENGIES (X1} PROVIJER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION [£3) DATE BLIRVEY
AND PLAN GF GORRECTION {DENTIFICATION NIBAAER: A BULDING - COMPLETED
. R
445141 B. wiNG D7/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIiF CODE
2810 PEERLESS RD
BRADLEY HEALTH CARE & REHAR
. ) CLEVELAND, TN 37312
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8}
PRERD {EACH PEFICIENCY MUST BE PRECEDED BY FULL RREFR( {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULAYORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY; -
718
{F 323} | Gontinued From page 15 . {F 323} mh care pla ggﬁmgggﬁf%‘:ﬁ” by
This REQUIREMENT is rot met as evidenced larifeations e b i retoresl on
by: f - .
Based on medical racord review, review of facility 6.! 16/13. 6/20/13 aml:ue:::t musi¢ at-specific
fall Invesiigation documentation, interview, raview times, offet tolleting while awske. Pall
of manufacturars recommendations, interventions for this resident are bed apainst
observalions, review of fagiiity restraint committee wall, bed alarm, cheir pad alarm in wic,
maeting mint‘ttas and. raview of the facility policy nonskid socks, ambient music, anti-roll back
for Sunshine Room Guidelines, the faciity failed brakes on w/¢. Direct care staff in-serviced
to provide supervision to pravent aecidents for ten again on 6/24/13 by Clinica] Manager and
residents (#134, #37, #58, #71, #95, #4111, #52, then in-service information placed ig the in-
#193, #2, #18) of fiity-six residents raviewad and service communication book and
failed to a apply soft belt restraint according to interventions added to nursing and CNA care
manufaciurers ingtructions for ans resident (#13) plan by Clinical Manager. Clinfcal Manager/
Df ﬂve soft belt restrams reviewed, The facillly's Weekend SHPervisor to review in-getvice
Talird placed four residents (#1384, #37, #58, hy i i
" 1 sheets and signatures daily % 2 weaks or
#71) in Immediate Jeopardy (a situation in which longer as a a :
: " ppropriate to monitor staff
the provider's noncomgpliance with one or mare *| awareness, This will be reviewed by DON/
requirements of participation has caused, or is ' | ADON, Staff Development Nurse for
likely to cause, serious injury, harm, impairment, com) h‘:m &8 — ram dmevl ews, two ti
or desith to a resident) of eighteen residents P % Iwo limes x
reviawad for falts. The systematic failure to g{;’k fu;f weeks and t;“m mwlmek‘
ensure any resident at risk for falls was provided ++ge Murses will update careplans and
effective interventions; fallure to ensure alamm CNA careplans if ocenrrence occurs and
devices were in place andfor functional, and "e“'ib“[’f"”:lﬁ_"'“ m-mrmm :111 ?E cg?lfllilc:tfd
faliure to identify and implement new and placed in communication for
intewentinnsntmi;'lyeﬂ current interventions were not Manager/Weekend Supervisor review.
effective was likaly 1o place any resident at risk ADON did a room check ofi equipment and
for fails In Immetdizte Jaopardy. environment on 6/19/13 ensuring proper
" flevm:s :rhem in p]:lce and operéﬁogaib;dm
The facility provided an-gepeptable Gredible arms, chair pad alarms, anti-roll back brakes
Alisgation of Compllance on June 29, 20M3. A on wfc).
revisit on July 8, 2013, revealed the comeclive #13
actions implemerited removed the Immadiate Resident review of restraint on 6/19/13 by
Jaopardy on June 29, 2013, DON, Clinical Maninger, and Rehab Director.
Insured restraint on per manufaciurey’s
Non-.compilance for F-323 continues at an "E instructions. Posey Company conducted an
lavet citation. in-service on Monday, 6/24/13 regarding
restraint piacernent.and Rehab Director
FORM CMS-2567102-99) Previous Versions Obsoiets Event [ 32HM12 Eazimy ID: TROGE IF eontinuation shest Page 20 of 39
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No. 6764 P,
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PRINTED: 07114/2013
FORM APPROVED

OMB NO. 19380391

PROV (X2} KUILTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
v R
445144 8. WiNG 0710512043
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CI¥Y, STATE. ZIP CORE
2510 PEERLESS D
BRADLEY HEALTH CARE & REHAR CLEVELAND, TN 57312
MMARY NT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION
é@;ﬁ {EAcsl-llJ DEFIGIEI%@EMMSET BE PRECEDED BY FULL mlgm (EACH CORRECTIVE AGTION SHOULD BE o
TAG REGQULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSSHEFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
continues to in-service CNAs, LPNs, RNs and
{F 323} | Continued From page 20 {F 323} Rehab staff on proper placement of restraint,
Validation of the Credible Allegation of Medical Director and Administrator approved |
Complaince was acnnor?tpusahed through miduical revis:g fall prt:lve;:;onplzlci]iti‘ies ‘(iA) a;dcke
record review,revisw of factity communication procedures including Falls Incident Packet
books, observation and interview with front line (B), Alarm Policy (C), Tracking log (B} and
ataff and edministrative staff. The faciity provided checks (D) on 6/25/13, On 6/25/13, DON met
evidence of néw policlss and pracadures relateqd with Clinical Managers, ADON, Staff
to acdidents and supervision, chaif and bed Development Nurse, and MDS$ nuvses to
alarms, the facility quality improvement program review and revise above policies and forms
and evidence the Medical Director and (4,B,C,D,E} and develop process for
Administrator had reviewed and approved all implementation and monitoring of these.
policies and procadures. Inservige and kralfing Mandatory in-servicing on developed forms
records including sign-in sheets for all nursing B.C.D and E to CNAs, LPNs, and RNs op
and non-nursing staff related io the new poligies P o
: r : 6/25/13 by DON and/er Clinieal Managers
and procedures were provided. Intervisws with
; : and Staff Development Nurse. No CNA, L.BN,
nursing stef revealed nurses 2nd seriified RN will be allowed k unti]
nursing.agsistants were following the new polioy :; Po]j:;‘ils a‘; P ;r‘::edt:::; (‘:"‘D i”‘;elf_"““d
and procedure re ceiden A ¢ ™ L And .
sﬂpeﬂvisioﬂ' :,a"::e:.,;o f:cllity qut:j?tyn'd » | ln-gervices on policies B,C, D, and E will be
Improvement. Cbsarvations revesled assistive ::;j;‘;)md g!:l:: ?;i:lﬂing basis “'1(*1:1) fGUGW;“P
devices were propetiy applied and functioning, ' and then follow-up tests (F) every
cerlified nursing assistants were conducting months, In-gervices will be conducted hy
alarm checks, and facliity communication books DON, ADON, Clinical Managers and/for Staff
were bzling utilized, Development Nurse.
The facility wiil remain out of compliance at a
Scope and Severily ievel "E™- no actual harm with . -
potential for more than minkmal harm that is not
immediate Jaopardy until it provides an
accaptable plan of chrrection and the facility's
correcive measures could be reviewed and
evalusted by the Quality Assessment/
Performance improvement Commitiee. :
{F 329} | 483.75(j) DRUG REGIMEN 1S FREE FROM {F 329}
8s5=0; UNNECESSARY DRUGS'
Each resident's trug reglmen must b free from
Unnecessaly drugs. An-unnecessary drug is any
drag when used in excessive dose (including
FORM CMS-2567(02-90) Previous Viersians Dhgaleig Evenl B:32HM12 Facity Ib: ‘Tr0601
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No. 6764 P. 37
DEPARTMENT OF HEALTH AND HUMAN SERVIGES P dr1iz013
GCENTERS FOR MEDICARE & MEDICAID 8 ICES OMB ND. 0938-02D
STATEMENT OF DEFICIENGIES  ~ |{X1) PROVIDER/SURELIBRICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND BLAN OF CORRECTIDN IDENTIFICATION NUMBER:! A BULDING GOMPLETED
r R
445449 B. WING 07i09/2013
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE
BRADLEY HEALTH CARE & REHAR f:;\f:ﬁ“mn T 3734
XA} o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION {x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATGRY OR LSG IDENTIFYRG INFORMATION) TAG mos&mmr—:ggﬁsg"ro THE APPROPRIATE DATE
2. On 6/20/13, DONJADON, Cliteal
{F 328} | Continued From page 10 {F 323)[Managers and Staff Development Nuse
This REQUIREMENT i not met as evidenced ;’;ﬁ;ﬁ:ﬁ;‘:ﬁ;‘:ﬁxx :ﬂ"u‘l‘;:::“
"y : dents at risk: 25 residents were identified
Based on medioa! record review, review of Tacility Resi i
fall investigation documentation, interview, review at risk on 6/25/13 having falls with the past 45
of manutfecturar's recommendations, da);:l'i‘dhree resident interrenh:f::s 131_-;- 1
obsarvations, review of facility restraint committes up on nursing careplans after Clinica
meeting minutes and review of the faclity policy Manager/DON/ADON/Staff Development
for Sunshine Room Guidelines, the facility fallad Nurse reviewed. Updates charted by Clinical
to provide supervision to prevent accidents for ten Manager andfor ADON/Staff Development
resldents (#134, #37, #58, #71, #95, #111, 452, Nurse, Direct care staff in-serviced by Clinicaj
#183, #2, #18) of fifty-six rasidanis raviewad and Manager and then in-service information
faled to & apply soft belt restraint according to placed in the in-service communication book
rrﬁ;; ftr:r‘ti insg;.l!t;:né for one _l}ehsidfuaﬁflgﬂl and interventions added to nursing and CNA
GF itve 50N belt resiraints reviswad. The facility's Clirdcal Manager/Weekend Supervisor to
faflure placed four residents (#134, #37, #58, review in—serviie sheets and aigl:uture: daily x
#71) i immodiate Jeopardy (a situation in'which 2 weeks or longer 3a appropriate to monitor
the provider's noncompiiance viith ane or more ! |staff awareness. ‘This will be reviewed b
requirsments of participation has caused, or is * [DON/ADON, Stef? Development Nurse for
itkksly t0 cause, seriqus injury, hammn, impairment, o : -
or death to a resident) of elghteen residents ffﬁiﬁ“?@?“ﬁ" t;:\uem_. two ei'f%f
reviewed for falis. The systemalic failure to - :nll dm:n eln mr}:im(rm arge
ensure any resident at risk for falls was provided |uats wi update careplans and CNA
fective inlerventions; faiiurs lo ensure Sjam Carep]al?s If occurrence ocenrs and verbal/
devices ware in place and/or functional ang written in-services will be conducted and
failure to idanﬁfyand irnp'emem now e placed in commnnication_for Clinical
interventions when current interventions were not Manager/Weekend Supervisor review. The
eflective was likely to place any resident at risk . (other 22 resident intervehtidns already in place
for falls in Immediate eopardy. hare stil  current and effective, All devices
‘ were tested for functionslity pef ADON,
The facllity provided an acceptable Creditilo comnpleted 6/23/13 and  angoing per policy
Ailegation of Compliance on dune' 29,2013, A (D), chair and bed alarm policy were put into
revisit on July 8, 2013, revealed the comective Place (C), assessment of agsistive  device (E),
actions Implémented removed the Immedlate and alarm check forms (D). New
Jeopardy on June 29, 2013. intexventions will be determined per resident
need and nurses have been given g fallg
Nori-.compiiance for F<323 continues at an " prevention - potential interventions (M) for
leve! citation., assistanice 1o purses when determining care for
residents when need is evident by oceurrence.
FORM CMS2567(02:89) Pravious Versions Dbsolete Evant I2: 33HM12 Faclty-1D: THOB01 IF combinuation sheet Page 20 of 39
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRES
CENTERS FOR MEDICARE - MEDICAID SERVICES OMB NG, 09380301
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/S LA X2) MULTIPLE CONSTRUC LRvEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: L E:UILBING v O omPLen
h R
| e I 07/08/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
BRADLEY HEALTH GARE & REHAR CLEVELAE T a7312
1
{(X42)iD SUMMARY STATEMENT OF DEFICIENCIES ] FROVIDER'S BLAN OF CORRECTION (5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL P?EFIX (EACH CORRECTIVE ACTION SKOULD BE mﬁme%mN
AG

TAG REGULATORY DR LSG [DENTIFYING INFQRMATION)

CROSS-REFERENCED TU THE APPROPRIATE
DEFICIENCY) -

{F 323} | Continued From page 20 .
Validation of the Credible Afiegation of
Complaince was acoomplished through medicaf
recard reviaw,review of facllity communication
books, observalion and interview with fron line
steff and administrative staff. The facility provided
evidence of néw policies and procedures related
to acoidents and supervigion, chair and bed
alarms, the facility quality improvement program
and evidence the Medical Director and
Administrator had raviewed and approved all
policies and pracedures, Inservice and training
records including sign-in shasts for all nursing
and non-nursing staff relatsd to the new policles
and procedures were provided. Interviews with
nursing steff revealed nurses and sertified
nursing assistants were following the new policy
and procedure realted to acgidents and
Supervision, alarmis and faciiity quality
Improvement, Observations ravaaled assistive
devices were properly applied and funationing,
ceriffied nursing assistants were conducting
alarm checks, and facility communication books
were being utllizad,

The faclity will remain out of compliance ata
Scope and Saverity level "E*- no actual harm with
potential far more than minimat harm that is not
immediate Jeopardy until It pravides an
acceptable plan of corretion and the facllity’s
correcive maasures could be reviewed and
evaiuated hy the Quality Assessment/
Performance Improvement Commilitee.
{F 328} | 483,25(]) DRUG REGIMEN IS FREE FROM
$5=D | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecassary drugs. An unnecessary drug is any
drug when used in excessive dose {including

{F 323} | falls incident packet (B) on each Nursing

On 6/25/13, DON/Clinical Mangers placed the

statlon for use after staff in-servicing began on
6/25/13.

5. Beginning 6/25/13 the charge nurse on each
nursing unit will implement new interventions
to be determined per resident need ag evident
by an occurrence. On 6/25/13 the Staff
Development Nurse placed a falls Prevention «
potential {nterventions (M) for assistance to
nurses when determining care for residents
when a fall oceurrence happens. Nurses will
update nursing careplans and CNA careplans
if occurrence oceurs. On 6/25/13, the DON
reviewed all incidents which Includes falls
within 72 houss for appropriate interventions,
care planned with new interventions and

{ investigated accurately.

4. Chinical Manager/Weekend Supervisor to
review in-service sheots and signatures dzily
until july 15, 2613, then weekly. DON apd/
or ADON, Staff Development Nurse will
Teview in-service sheets two times a week until
August 25, 2013 and then weekly for
compliance. CNA careplans and nursing
careplans regarding fall accurrences will be
reviewed by Clinical Mapager and MDS
Cootdinator with ¢ach occurrence.. The
outcomes of the monitaring tools put in place
(Falls Incident Packet (B), falls intervention
roster (K), alarm checks (£) will be reviewed
by DON and/or ADON, Staff Development
Nurse every two weeks beginning 7/15/13.
Beginning at the 7/10/13 QAPI meeting,
outcornes of the falls, careplan, alarms and
intervention roster monitaring tools were
submitted by the DON and the Administrator
will repart outcomes to the governing body at
his meetings. :
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DEFARIMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDI|CARE & MEDICAID SERVICES QMB NO. 068350381
STATEMENT OF DEFICIENGIES 1} PROVIDER/SURPLIER/ICLIA X2} MU CTI0| URYEY
AND PLAN OF CORRECTION vt} IDENTIFICATION NUMBER: L qu;lngm CONSTRUCTION m,ggggferso
- R
" 445141 8. Wing 02/05/2013
MAME OF PROVIDER OR SUPRLIER STREET CITY, STATE, ZIP CODE
BRADLEY HEALTH CARE & REHAR :m;fﬁ_:“mm
SUMMARY STATEMENT OF DEFIGIENGIES PROVIDER'S PLAN OF CORRECTIDN
ol L) {EACH CEFICIENCY MUST BE PRECEOED o7 FULL PREFIX (EACH GORRECTIVE ACTION SHOULD B coubian
YAG REGULATORY OR L3O IDENTIFYING INFORMATION; TAG cRDss-nEFEREDNgEIg "ég ggz APFROPRIATE DATE
Resident # 154
{F 320) ( Continusd From page 21 F 329} 1. Upon being nottfied o 5/20/13 of the 07/15/13
duplicate therapy); or for excessive duration; or Tesident recelving Ampiciflin, the charge

without adequate monitoring: or without adsquate
indications for its usa; or in the presence of
adverse consequences which indicate the dose
should be reduced or discantinued; or any

nurse reported to Nurse Practitioner (NE)
and the antibiotic was changed to Ceftin - ng
allergic reactions were hoted. On 7/12/13, the

. DON placed a reminder note on the
combinations of the reasens ahova, Emergency Drug Box to chech o, any
Basedona comprehensive asseesment of o allergies prior to administering any drug
resident, the facility must ensure that residents taken from the Bmergency Drug Box.

Who have not used antipsychotic drugs are not Licensed nurses were in-serviced (w)

given thase drugs unless antipsychotk: drug regarding checking for aliergies prior to
therapy is necessary 1o treat a Specifie condition writing any order given for medication(s) and
as diagnosed ang documented in the elinlea| checking sticker on front of chart beginning
record; and residents who use anfipsychotic 7712f13 by the DON/ADON/Staff

drugs recelve gradual dose reductions, and Development. Nuesing staff not attending
behaviorg| interventions, unfess glinjcglly will be in-serviced Wpon return to work by the
contraindicated, in an effor! 1o tdiaeontinue these | DON/ADON/Staff Development Nurse,

druge, + 712, On 2/12/15 all resident’s medical records
were rechecked by the DON/ADON/Clinical

" | Managers for correct allergies posted on front
of chart and medicatiops ordered for allergjes.
The Pharmacy Services also checked theijy
. database for resident rofile medications for
;‘}l:r_!s REQUIREMENT s rot met as evidenced possible allergies, Thil:; was completed on
Based on madical resord review and Inierviaw, 7/15/13. All resident me:dic;al -r.efmds were
the facility felled to ensure unnecessary C, ;“;’;“te‘ T e il
medcsons el s g S ot ity e
resitient (#1 54) often resicents roviewed, contraindicated, Beginning 7/15/13 the
The findings included: DON/ADON/Pharmacy Consultant will
' . monitor monthiy for any incident or near
Resident #154 was admitted to the facility on misses of administering medication that
abruary 14, 201 3, with diagnoses including tesidents are allergic to. The ADON/Clinjca]
Hyperipidemia, Hypertension, Heart Disesse, Managers will review the infection contrg|
Vitamin D Deficiency, Anemia, Dysphasia, and sheet daily which is tg ba completed upon
Obstructive Sleap Apnes. order of antiblotic, antiviral medication to
include allergies fisted, )
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DEFARINIENT OF HEAL | H AND HUMAN SERVICES FORM APPROMES -
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION {X3} DATE SURVEY
AND PLAN OF CORKREETION IDENTIFICATION NUMBER: 4. BUILDING COMPLETED
- R
445141 B, WING 07/09/2013
NAME OF PROVIOER OR SUPPLIZR STREETADDRESS, CITY, STATE, ZIP CODE
2910 PEERLESS RO
BRADLEY HEALTH CARE & REHAR CLEVELAND, TN 37312
(X9) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN GF CORRECTIDN 5
FREF[X {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 10N
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG cnoss-msﬁsggmsg I;No c‘r‘:l)eappgomm DATE
A modified form fs in use until new form
{F 328} Continued From pgga 22 aled ident {F 529} 13 received, (Tentative date 7126/13)
N:Izdil repn:rdéﬁv 1w reve the resident was Results of the monitaring will be reported
dllergic to Penicillin, weekly at the morning raeeting,
Medical record review of g Laboratory Report 4. Beginning August 2013, the DON will
dated May 18, 2013, revealed the residant had a report any medication errors dealing with
Urinary Tract Infection and the arganism was administration of medications when
susceptible to Ampicilin {antiblotic). resident has an allergy am:]i:l thi}rlngﬁlﬁﬂv
monitoritig owtcomes to the schedule
Medical record raview of a Telaphone Order August QAPI committee meeting. The
dated May 18, 2013, revesied "...atart Amplgillin Administrator will report to the governing
{2 type of penicillin} 500 mg (mitligram) TID (three body concerning these monitoring
times a day) x (times) 7 days." . dutcomes on a quarterly basis or more
often as neceseary,
Medical record review of a Medication i
Administration Recond (MAR) dated May 1, 2013,
through May 31, 2013, revealed the residant
receivad five doses of the Ampicllin 500 mg on ;
May 18, 2013, at 3:00 P.Jm. and 8:0G p.m., May '
19, 2013, at 9:00 a.m., 2:00 p.m., and 8:00 p.m.
Medical record raview revealed no documentation
of adverse drug reactions.
Interview with the Assistant Diregtor of Nursing
(ADON) on June 18, 2013, at 9:30 a.m., in the
ON Office, confirmed the resident had an Doy
allergy to Penicillin and received five doses of the . '
Ampicillin on May 18 and 19, 2013, ' )
{F 371} | 483.35(i) FOOD PROCURE, {F 371}| 1. Onjune 10,2013 the Dietary 7/18/13
SS8=F | STORE/PREPARE/SERVE - SANITARY manager and stsff cleaned the white dried
debris underneath the mixer head and black
The facility must - debris inside the ice machine.
(1) Procure food fram sources approved or On June 12 the Dietary Manager conducted a
considered satisfactory by Federal, State or iocal one on one in-service with Dietary Ajde #2
authorities; and ) and #3 concerning washing hands and what
LG) dirmsr:;ﬂzar;ar% d" :Is;g:uw and serve food to do when dropping items on the floor.
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D ucon oF pikl P4, AND HUMAN SERVICES No. 6764 R'é'gm BA?,E"R’&%}’E‘S
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0
STH OF DEF ES
DR o [P v CTILE ConsTRE TN 089 g Sy
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAB oL D. TN 37312
) SUMMARY STATEMENT OF DEFIGIENGES i PROVIDER'S PLAN OF CORREGTION 1x5)
il Rt i M
{F 371} | Continued From page 23 {F371}| 2. On6/12/13, the Administrator met with
the Dietary Manager ta review the
deficiencies and regulatory requirements,
The following actions were developed to
Ensure appropriate cleaning of equipment,
This REQUIREMENT is not met as evidencad infection control practices and food
by: temperatures:
Based on observation, review of faclity policy, On 7/2/13 (#6) the Dietary Manager
and interview, the facility falled to provide sanitaty provided special training to the Dietary staff
storege of equipment in the Kitchen and failed to on proceduras for daily ¢leaning at end of
malntain food temparatures, day, chemicals to uge and wechhiques,
dropping itsms in Aeor, and Mmalntaining
The findings included: od temperatures at or ebove 149 degrees
! Fahrenheit for hot food items and at o
Observation with the Centifiod Dietary Manager below 41 degrees Fahrenheit for cold iters,
(CDM) on .Jung 10, 201 3, a1 10:15 a.n., in the Policy (#7) reviewed and reviged: Kitchen
kitchan, revealed the mixer had a white dried Satiitation, infection control, and Food
debris undernesath the mixer head and the ice | Temperatures lo ised th Kl
s . B, Ievis e waekly
machine had a black tebrig inside the ice 1| equipment cleaning schedule
machine. interview with the CDM confirmed the QP aning :
mixer and the ice machine were dirty. ©On 7/2/13 (#6) the Dietary Manager
Obaervation on June 10, 2013, at 10:35 a.m., in Sonducted mandatory in.services with
the kitahen, revealed Dielary Aide (DA) #2 Dietary staff on new puidelines of the weekly
& watsr pitcher on the fiaor, picked it up, squipment cleaning schedulo (#8) and .
placed it back on tive shelf for use. Continued standard precautions. A second in-service is
observalion revealed a second DA retrieved the scheduled for July 18, 2013 (49) to be
water pitcher and started to use . The CDM conducted by a GBS repfesentative-on
slappad the DA from using the water pitcher after standard precantions. No employee will be
the Surveyor ioid the CDM about the ingident, able to returmn to work untjl théy have been
Interview with DA #2 confirmed the water pitcher in-serviced on the above policies by the
was dropped on the floor angd Placed back on the Dictary Manager. The Dietary Manager
shelf for use, : developed and approved by the
Adminlstrator new fogd ternperatare logs
Observation on June 10, 2018, at 11:50 a.m., in for temperatures to be recorded bafore,
the kitchan, revealed DA #1 took the trash 1 the during, and after tray line on 7/2/13, (#10)
dumpster and refurned to the kitchen, applied The Dietary staff was in-serviced
Gloves without washing the hands, and started
putting clean dishes eway. Inferview with DA #1
FORM CMS-2557(02-95) Previous Vewions Dbsoiore Evont ID:32HMI2 Fadfity ID: TND&DY If contimualion shaet Page 24 of 39
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DEFARIMENT OF HEALTH AND HUMAN SERVICES -‘“',!.*o-n—,-,-i;;-g;;g,i?gg
c RS FOR MEDICARE & MED 8 S OMB NO

STATEMENT OF DEFICENCIES 1} PROVIDERISUPPLIERYGUA
AND PLAN OF COIRRECTION . }ruENTMﬂgZ%MBER: ﬁmm CONSTRUCTION
445141 8. WING S 0710972013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 9TATE, ZiP CODE
BRADLEY HEALTH CARE & REHAB 2610 PEERLESS Rp
CLEVELAND, TN 37312
o (EACH mmclsfgrwst “wmoggn%gﬂﬁsm PREFIX EAG gymmcm AT TION SHOLLD BE ComPLEmO
N
TAG REGILATORY OR LSC ICENTIFYING INFORMATION) TAG CI%DS&REFERE&% E%mmammm DATE
} *
by the Dietary Manager on July 2, 2013 to
{F 371} | Continued From page 23 {F 371) stop the iine in the event that the potentially
hazardous food is not at a proper
temperature. Potentially hazardous food is to
be brought to praper temperature before
. , resuming the tray line.
I;'_“ REQUIREMENT is not met as evidenced 3. To ensure the deficient practice does not
: . ; reoceur, beginning 7/15/13 the
Based on Obmmp' tew of facliity palley, Administrator will begin checling Dietary
and interview, the focility failed to provide sanitary . )
storage of equipment in the kRehen and failed to Services daily for three weeks then weekiy
maintzin food temperatures. unitil substantial compliance has been
obtained with the cleaning policies. The
The findings included: |Dietary Manager will initial the cleaning
schedule daily upon observance of the
Observation whh the Cartifiad Dietery Manager cleanliness of the equiprent and, compliance
(CDM) on June 10, 2013, at 10:15 am., Inthe of the cleaning schedule. The dietary
kitchen, reveated the mixer had & white dried marager, Asst Mgr or cook will weekly
debris undarneath the mixer head and the ice #| observe food temperatures being recorded
machine had a black debris Inside the ice + |and review temperature forms twice weekly.
mechine. Interview with the CDM confirmad the Any issues (dentified will be evaluated,
mixer and the ice machine were dirty. Investigated and an action plan put into place
t?l:s'f“r:ation on Julge 10, 2018, at 10:35a.m., In :ndmmemdjimfoznd reported to the
chen, revealed Dietary Alde {DA) #2 )
dropped a water pitcher on the floor, picked it up,
placed it back on the sheif for use. Confinusd . e dietary manager, Asst Mgr or ook
obsarvation revealed a sacond DA refrieved the will monitor the equipmeht cleaning
walter plicher and started fo use it. The GDM chedule weekly, conduct weekly standard
stopped the DA from using the water pitcher afier . [Precautions audits, and review food
the Surveyar told the CDM about the incident. temperatuce logs weekly to ensure
Interview with DA #2 confirmed the water pltcher compliance then report outcomes to the
was dropped on the floar and placed back on the Administrator monthly and at every QAPI
shelf for use, : ;?mmltlee Ar:eeﬁng beginmh ing Mmj'ldm the
1413 QAPI meeting which will review
Observation on June 10, 201 3. at 11:50 a.m., in July outeormnes, The Administrator will
the kitchen, raveaied DA #1 took the frash ta the report all monitoring outcomes at the pext
dumpster and returned to the kiichen, applied Governing Body Meeting.
gloves without washing the hands, and started
putting dean dishes away. Interview with DA #1
FORM CMS-2567(02:98) Pravious Versions Obsoiele Even! [D: 82H812 Facllty ID: TNOBG1 i continustioh sheet Page 24 of 38
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Jul. 26, :49PM No. 67 P 3
i) o B8P, o naan sEmviGES PIbral, St
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFICIENCIES X1} PROVIOERISUPPLIER/CLIA )
AND PLAN OF CORREGTION o e NUMBER: L’QB}UTD;::'E CORSTRICTION P13 DATE BURVEY
N R
NAME OF FROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, i CODE
2110 FEERLESS RD
BRADLEY HEAILTH CARE B REMABR CLEVELAND, TN 37342
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION {s)
CH DEFICIENCY MUST BE PRECEDED BY FuLL CORRECTIVE ACTION MLET)
i ammm OR 156 mgmfmna INFORMATION) e cﬁgﬂnagngggg‘;g gy)e :Pg%%fm “oae "
F 871} | Continued F 24 a71}{ Attachrients:
=87 mn';m odthe. hmaﬁ:fem ot wazhod before 371N 6 service Record of Attendance 7/2/13,
handling clean dishes Equipment, Handwashing, and Temperatures
) #7 Palicy and Procedure Equipment,
Observation with the CDM on June 10, 2013, Infectlon Control, Hot Foods
fram 11:50 e.m. until 12:15 p.m., revealed serving # 8 Weekly Cleaning Schedule ‘
line 1 fobd temperatures wera: ground meat balls # 9 GFS Rep In-Service
132 dagrees; white gravy 118 degress; serving #10 Pood Temperature Logs
ine 2 food lemperatures were: ground chicken
130 degrees; meat balls 130 degrees; piree
spaghetti 116 degrees: and white gravy 130
degrees.
Review of faolity pofioy, Food Temperatures, {not
dated) revealed *,..will serve fond In a safe
temperature range...hot foods must be 140
degrees and abovs..."
Intarview with the CDM at the time of the .
observation confirmed the food temparatures
were not the corrept tempara$ and seventy-five ‘
parcent of the residents had been served. 7115/13
{F 425} | 463.60(a),(b) PHARMACEUTICAL SVC - {F 425)) Resldent# 134, 178 P
=p | ACCUI PROCEDURES,
o RATE PROCED RES, RPH 1. The DON, Phatmaqr Consultant, ADON,
The facility must provide routine and emergency and Clinical Manager reviewed MARS on
drugs and biologicdis to Its residents, or obtaln 7/11{13 for resident # 134 and residént # 178
them under an agreement described in . { for the month of Jane 130, 2013, Al meads
§488.75(h) of thig part, The facllity may permit were 2dministered in a timely manper as
unlicensed personnel to administer drugs if State ordered, Licensed Nurses were In-serviced
lew permils, but only under the gensral (Q) regarding timely administration of
supervision of a licensed nurse, medication when new order is written, by
o physician/Nurse Practitioner beginning
A facllity must provide pharmaceutical séfvicas 7712{13 by the DON/ADON/Staft
{including procedures that assure the accurate Development. Nursing staff not attending wiil
acquiring, receiving, dispensing, and be in-serviced upon tetumn to work by the
administering of all drugs and blologicals) to meet DON/ADON/Staff Development Nurse.
the needs of each resident.
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[. 96. (48PMM No. 6764 P. 3¢
DEFAVMEN] OF HLoALY 1 AND HUMAN SERVICES bt Soaong
OMB

CENTERS FOR MEDICARE & MEDICAID SERVICES Q. 0838-0391 .

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SURPLIERICLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NURMBER: A BUILOING COMPLETED
. R
AsE141 B WG 07/09/2013
NAME QF PROVIBER OR SUBPLIER STREET ADDRESS, CITY, BTATE. Zi¢ CopE
' 2010 PEERLESS Rb
BRADLEY HEALTH CARE & REHAR CLEVELAND, TN 57312
SUMMARY BTATEMENY OF DEAICIENGIES PROVIDER'S FLAN OF CORRECTION '
é’snfu_jp'& {EACH DEFICIENCY MUST BE PRECEDED By FuyL PR?FD( {BACH CORREGTIVE AGTION SHOWD BE contZnon
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG nnuss-a&sneggsg "15'3 ggemgommre baTe
] . 2. Beginning 7/12/13, the Clinjca] Mangers
{F 425} | Continued From page 25 {F 426}} audited an Physician arders written for the
The facility must employ or obisin the sefvices of month of July for medication administered
a licensed pharmacist who provides consuliation timely using a “Medication Monitoring
on alt aspects of the provision of pharmagy Log” (X). There were no medications
services in the facility. administered untimely.

3. Asof7/1/13, the 11p-7a nurse on each
wing will audit charts nightly for any new

orders to ensure orders are correctly checked
and new medications are administered
within 4 hours of order or physician notified

This REQUIREMENT i not met as evidenced
by: when this time frame caninot be met, Clinical

Basad on medical record review and interview,

the faciity falled to administer medications fimely ﬁ;“; f,t“,mg“n“n“r"m Dg,?f,;: fgg:,‘;{:;‘" of
for two residents (#134, #178) of ten residents méeting. Beginning the week of 7/15/13, the
reviswad. Pharmacy consaltant will audit five chares ony

P . each wing per week for one month to ensure
The findings included: : { that medicetions sre administered timely. A
Resident #134 was admitted to the facility on t| st of avallable medications in the
shne 17, 2009, with diagnoses including Aniety, cncrgency/narcotic box an Wing 2 and
Depressive Paychosis, and readmitted August 13, Sentcal Supply will be provided ta all nurses
2013, with diagnosss including right femur W;Llsgli: :n;_;! Placed in appropriate
Tracture. notebooks,

4. Beginning Aug 2013, the DON will report

Medlcal record revisw of a Nurse's Note dated timely administering medication monitoring
Elu'll(tg. 2013, at 4:Ign t‘;‘)mqlfa;?:lgd "..\rine C&8 outcomes at the scheduled 8/14/13 QAPI
{cuiture and sensitivity) callg r. cortmittee meeting. The Administyator will
(dactor)...T.0. (telephone order) Ampletin | tporttnthe goveing by comacten
(antiblatic) 500 mg (milligram) QID {four times per these monktoting outcommes on a quarterly
day) x (times) & days...placed on MAR basis or more often; as necessary.
(medication administration record), faxed 1o Attachments: .
pharmacy... . Timely Medication Administration Log (X)
Medical record raview of the Medigation Nutsing In-service (¥)
Administration Record (MAR) dated May 1, 2013 Medication List for Emergency Box
through May 31, 2013, revealed Ampicilin 500 and Centtal Supply (¥)

mg first dose given at 12 midnight on May 9,
2013,
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Jul. 26. 2013 3:49PM ' No. 6764 P, 4

DEPARTMENT OF HEALTH AND HUMAN SERVICES . PR?&R?A%Q?\?ES
Cl S FOR MEDICARE & MEDICAID SERVICES OMB NQ. 6838-0394
STATEMENT OF DEFICEENCIES (X1} PROVIDER/SUPPLIER/CLIA MULTIFLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: f?m';m TRUGTIO txa)ggrmif&_u:ag Y
v R
445141 B. WING 0718952013
NAME OF PROVIDER OR SURPLIER SYREET ADDRESS, EITY. STATE, ZIP GODE
2810 PEERLESS RD
g .
RADLEY HEALTH CARE & REHAB CLEVELAND, TN 37512
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION %5)
PREFIX (BACK DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE oo
ThG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPROATE DATE
{F 428} | Continued From page.26 {F 425}

interview witti the Diractor of Nursing on June 13,
2013, at 2:35 p.m., in the conference room,
corfirmed the facility had failed to administer fhe
antiblotic for a Urinary Tract infection timely and .
the Ampiciiin had been avallable for immediate
administration in the pharmacy back up box.

Resident #178 was admiited to the fatilty on
August 11, 2011, with diagroses including Deep
Vain Thrombesls, Scafiasis, Glaucema, and
Chronic Paln,

Medical record review of & Provider Note datad
May 22, 2013, revadled "...Nsg (nursing)
concemed re: {regarding) pt {patierit) /o
{complaint of) aars fesling stopped up and
decreased hearing..." A

Medical record review of 2 Physician's Order
Gated May 22, 2013, revealed "...Debrox {ear wax
drops) 5 ptts (drops) R (right) ear BID {iwice
dally} x (times) 4 daye.."

Medical record review of a Nurse's Note daterd
May 22, 2013, at 1:00 p.m., revanled ", N.O {(new
order)...Debrox 5 gits R ear BID x 4 days..."

Medical record raview of the MAR dated May 1,
2013 through May 31, 2013, revesled the first
dose of Debrox ear gits was given on May 23,
2013, at B:00 p.m.

Interviaw with the Director of Nursing on June 18,
2013, confirmed the fatliity had falled o
administer the-ear drops until thirty-bwo hours
after the Physician had ordared the aar drops and
the.ear drops were immedisisly availabie in the
pharmacy back up box.
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(2) Infection Contraf Program

The facility must establish an Infection Control
Program under which it-

(1) Investigates, controls, and prevents infections
in the facility; '

(2) Decides what pracedures, such as isolation,
should be appiied to an individya) resident; and
(3) Malritalns a record of incidents and comeclive
actions related to infections,

() Preventing Spraad of Infection

(1) When the Infection Control P

detsrmines that g resident needs isolation to
pravent the spread of infection, the facility must
isolate the residert,

(2) The facHity must prohibit employges with a
communicable disease or Infecied gkin laslons
from direct contact with reskients or their food, if
direct confact will franemit the disbage,

(3) The faollity must require staff to wash their
hands after each direct rasidant contact for which
hand washing is indicated hy scoepted
prefessional praclice,

{c) Linens

Personnel must handle, store, process ang
ansport linens so as to prevent the spread of

infaction,

showers to Envitonmenta] Services Diractor (Z}
beginning 7/15/13 by the DON/ADON/Staff
Development. Nursing staff will be in-serviced
Upon return to work by the DON/ADON/Staft
Development Nurse. A post-test will
conducted by the Staff Development Nurse
and/or DON/ ADON,.

2. All shower rooms were inspected by the
& Administrator and Enviconmental Services
. 1| Suparviser on 6/11/13 and 6/12/13 for
compliarice and no concerns weye noted,

3. Shower rooms will be cleaned daily and
monitored weekly by Environmental Services
Director for 4 waeks or untl substantia]
compliance has been met, Beginning 7/15/13
the Clinical Managers will monitor Q2
concenteatars for tubingand himidifiers are

. checked, changed, and dated weekly for 4
weeks and report any findings tq the DON,
Shower rooms wiil be monitored weekly by
Environmental Services Ditector and/or lead
housekeeper 10 ensure compliance of infection
contro] prevention. Results of the monitoring
will be reported to the DON weeldy and to the
scheduled 8/14/13.QAPI committes meeting,
On 7/15/13, the Clindcal Managers will observe
hand hygiene in dining rooms and resident
care areas wsing a monitoring tool (2) for
observation in dining  _

STATEMENT OF DEFiCIENC {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION A BULDING COMPLETED
- R
BWNG,_ 07109/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2040 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 57312
X4 1D BUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF GORRECTION (3
PREF| EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD B COMPLETION
'mem 'ézem-ro.mon LSC IDENTIFYING %mﬂm TAG cs[tuss-REFERrsﬂcso ';%rgsnwwnme DATE
{F 441} | 483,65 INFECTION CONTROL, PREVENT {Faany| 1 Al ;ﬁgﬁfﬂﬂﬁﬂﬂﬁf o e | 07115113
88=F | SPREAD, LINENS debris noted on survey. Oh 6/11/15 tubing and
The facility must establish and maintain an _ fé?:;b:;g: ':vb:;h;‘:n‘:ﬁ‘;;gﬁ:ﬂem ¢
Infegtion Control Program desighed to provide a managers and dated. Licensed roarses and
safe, sanitary and comfortable environmant and CNAs were in-serviced reganding hand
to help prevent the development and transmission hygiene, checking and chungsn g 02 tubing and
of disease and infection. bumidifiers, and reporting compromised
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2] MULTIRLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
445141 B.WING ___ 07/09/2013
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, GITY, STATE, ZIF CODE '
2510 PEERLESS RD
BRADLEY HEALTH CARE & REHAB GLEVELAND, TN 37312
X4} ID SUMMARY STATEMENY OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION )
DEFICIENCY MUST BE PRECEDED BY )4 EACH CORRECTIVE ACTION SHOULD g COMPLETION

Pﬁgx FiEEtnimUI‘.!ATOH\' g':t LSC DENTFYING NFOMTF%LP&) F?f; CF&DES-REFEREBEE}%;%-‘I)EAPFWTE DATE

{F 441} { Continued From page 28 {F 441}| room and resident cate areas one day a week
for 4 weeks or until substantial compliance |s
This REQUIREMENT is not met as evidenced achieved. Results will be reported to the
by: ’ DON upon completion of observations,
Based on absecvation, review of fachity pollcy, 4. Beginning Aug 2013, the DON will report
and interview, the faclity failad to maintain a to the QAPI committee monitoring
ciean and sanitary environment in six (wing1, outcomes concerning environmentai
Wing 3, Wing 4) of elght shower rooms ohserved: | cleaning, changing O2 tubing and
falled to follow senitary OXygen adminlstration for hutnidifiers, and hand hygiene,
two residents (#108, #230) of fifty-six resldents
reviewed; and falled to serve foog in a ganftary
manner.
The findings included:
Observation and itterview with Unit Manager #1
onJune 11, 2013, fram 4:55 p.m. until 5:15 p.m._,
of Wing 1 north, middie, and south shower P
rooms, revealed a black substance on the tlle and ¢
grout around the hottom of the shower stall area
The Unit Manager confirmed the substance
“iooks like mold to me."

Observation and interview with Unit Manager #2
on June 11, 2013, fram 5:08 p:m.untll 5:08 p.m,,
of Wing 4 east and west shower robms, revealaed
& black substanse on the tile and grout around cy
the bottom of the shower stall area, The Unit ] L
Manager confirmed the shower room hat black .
debris,

Observation and interview with Registered Nurse
{RNY#] on June 11, 2013, at 5:00 p.m., of the
Wing 3 shower room revealed hlagk debyis on the
8dge of the shower wall and floor, The RN
confirmed the biack debris on the edga of the
shower wall gnd floor.

Resident #1086 was admitted to the faclity on July

FORM CMS-ZBA7(02/69) Previous Vetsions Obotatn Event ID; 32HMM2 Facilly 1D TN0504 If continyation gheet Page 28of 39
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PRINTERN: 07/11/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP?FI’R‘IG';ZVES

CENTERS FOR MEDICARE & MEDICA SERVICES OMR NO. 0938-0391

STATEMENT OF DEFICIENCES {X1) FROVIDERUSUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER- A BULDING COMPLETED
. R
445141 B. WiNG 070912013
NAME OF FROVIDER OR SURPLIER SYREET AODRESS. CITY, STATE, ZIP CODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 27312
SUMMARY STATEMENT GF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION x5
é@g& {EACH DEFICIENCY MUST BE PRECEDED BY FLAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE ARPROPRIATE DATE
DEFIGIENGY} :
(F 441} | Coniinued From pags 29 {F 441}|.

14, 2006, with diagnoses of Diabetes Mellitus,
Hyperiipidemla, AlZheimer's Disease, Dementia,
Anxiaty Disorder, Depression,-and Bipolar
Pisorder.

Review of facility policy; Oxygen Concentration,
revised Aprll 23, 2008, revesisd “...change
dispbsable bubhle humidifier and tubing every 7
days, label and date._"

Observation on June 10, 2013, at 10:13 am.,
revealad resident #106 In the room with 0Xygan
flowing at 2 liters per nasal cannula, Continued
obsarvation revealet a disposatile bubble
humidifier and nasal cannuia ttibing without a
labet containing a date when changed.

interview with LPN#1 , on June 10, 2013, inthe '
resident's room at 10:15 a.m., confirmed the
tubing and humidifier were without = labe]
containing a date when changed.

Resident #230 was admitied to the facility on
dune 3, 2013, with.diagnases of Preumonia,
Seplicemia, End Stape Rena! Disease, Renaj
Dialysls Status, Unconfrolied Diabates Mellifus, .
Unstageable Pressure Ulcar, Paralysis Agitans, ) o
Mental Disorder, Pneumothorax, Hypertension, ’
Coronary Artery Disease, lschemio
Cardiomyopathy, Atrist Fibilllation, Asthma,
Peripheral Vascular Disease, and Gastric Refiux
Disaase, :

Observation op June 10, 2013, at 1013 a.m.,
revaaled resldent #106 In the room with oxygen
flowing at 2 Uters per nasal cannula, Further
observation revealed a disposable bubbie
humidifier and nasal cannuia tubing without a

FORM £ME-25537(02'88) Pravious Versions Otrwclaie Evenl |D:azHME Facibty L0: TNDEO If.conlinvalion shesl Page 80 of 39
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DEPARTMENT OF HEALTH AND HUMAN SERVICES A
~CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301 -
STATEMENT OF DEFICIENGIES X1} PROVIDERISUPPLIERIGLIA X2} MULTIPLE CONSTRUCTID LHRVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: ,L B}UILDINB ° CTioN W)ggﬁfmn
v R
445144 B. WING 07/08/2013
NAME OF PROVIDER OR SUBPLIER STREET ADDRESS, CITY. STATE, 2P LODE
. 2510 PEERLESS RD
BRADLEY HEALTH CARE & REHABR CLEVELAND, TN 27312
SUNVMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION
3]'-5{‘2]:“]; (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLENON
TAG REGULATORY DR LSC IDENTIFYING INFDRMATION) TAG CMSSWEREE,“;E& Eﬂ BT\I;;E APPROPRIATE CATE
{F 441} [ Continued From pags 30 _ [F 441)
label containing a date when changed last.
Interview with LPN #2 ,0n June 10, 2013, in the
resident’s room at 10:40 a.n., confimed the
tubing ahd humigifier did not have a labg)
cantaining a date whern changed Jast.
Observation of Wing |, on June 10, 2013, fromi
11:45 a.m. until 12:10'p.m., revesied the Care
Assistant Technician (CAT) #1 placed clathing
protectors on fwenty-four resldents, removed ane
resident’s hat ant. nubbed his head, scratehed self
on ear, and passed six dirmar trays, without
washing harnids.
interview with CAT #1, on June 10,2013, at 12:33
p.m., atthe'Wing 1 Nurse's station, confirmed 3
CAT #1 hatl falled to wash hands between the ,
resident contact, louching self, and ptior to
passing the dinner trays. .
{F 480} | 483,75 EFFECTIVE {F 480} ,
85=E | ADMINISTRATION/RESIDENT WELL.BEING poortent § 134, 37, 358, 871, 495, #111, 952, | 07715013
#193, #2, #18 and #13
A facillty must be administered In a manner that ..
enables If to use its resources sffectively and L. On6/25/13, the Administrator,
afficisntly to attain or maintain the highest Medica)l Director, and DON reviewed and
practicabie physical, mental, and psychosocial ‘ approved all the new and Yevised policies and
well-being of each resident. procedures, (B,C,D,E} On 6/22/13, the
Administrator eagaged an outside consultant
o assist with the development of the action
This REQUIREMENT is not met as avidenced plan and the implementation of the plan. On
by: 6/25/13, the Administrator reviewed the
Based on medical record review, faciitty policy deficiencies with the Governing Body. Og
review, levisw of manufeciurar’s instructions, 6/25/13, the Administrator had praviously
observations, and interview, the facllity appraved two nurse managers to attend the
administration falled to provide an effective 6/25/13 QAPI training session conductegd by
system fo ensure supervision and an environmenrst QIO in Knoxville, TN, {See attachment {0).
frer of arcident hazards, The facility's failure

FORM CMS-2367(02:89) Previous Versiong Obsolute Evant ID;32HM12 Faelity.ID: TNOBO1 I abnﬁnualion shes| Page 31 of 39
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES 1) PROVIDER/BUPPLIER/CLIA MULTIFLE CONBRU URVEY
AND PLAN OF CORRECTION " ’mennnamom M%ER: L}fi}m;;smco CTIoN """%ﬂ“ﬁfmo
* R
445141 B. WING 07109/2013
NAME OF PROVIDER OR SUPPLIER STREEY ADDREBS, CITY, STATE, ZiP CODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37312
SUMUARY STATEMENT OF DEFIENCIES PRCVIDERS OF CORRECTION
P%?r-"& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEX comscpn"\?s“ ACTION 8HOULD BE couENoN
TAG REGULAYORY OR LSC IOENTIFYING INFORMATION) TAG moss-nEFEReggggrEo Nc'rgsnr-ﬁ:nopmm BAYE
2. On 6/25/13, the Administrator and DON
{F 490} } Continued From paga-31 {F 480} revised the QA plan and developed a
resulted in multiples falls and placed four residents standardized agenda and trending repozts 1)
{#134, #37#74, #58) in mmediate Jeopardy (3 for monitorirg Incidents, Accidents,
SHuation In which the provider's noncompliance Infection Control, Restrainits, Medication
has caused, or Is likely to cause serious [njury, Brrors, and Resident alarms, A called QAPI
harm, impeirment, or death) of eighteen residents meating was conducted 6/25/13 to approve
reviswed. The systematic fallure to ansure any the plan, revised policies (J) and review
;‘esidant “z;t rlsl;athr fallt: was pro'o.r'ided gffeictlve established tools for monitoring. The
nterventions; faliure to ensure alarm Bvices Administrator reviewed the allegations of
wera in p’aﬂe andiar fﬂnm!mal; and fallure o cgmp]iance plm for the 1 tags i-ge:ejmwl‘si
identify and Implement new intarventions whan during the recent survey at this meeting. The
current interventions were nat effective was {ikely drni :
to place resident at risk for falls in | gdlat Pdministrator will attend QAPI meetings and
or any n arialls in Immadiate Tecelve reports for review ro ensure
pardy. compliance and the information from QAP]
The faul! a b ’ trends reports will be communicated to
Allsgation of Comptamea s Sone 29, 2015, A overning Body by the Administrator,
isit on July 8- 9, 2013, revealed the come tive ) 3. On6/25/13 3nd 7'!151‘13. tlhe DOI.\L ADON
Jeopardy on June 29, 2013, and fall interventions, alarms, notification of
. Physician of 1ab results, changing 02 tubing
Non- compliance for F-490 continues at an *E" and humidifiers timely and with dates, hand
fovel otation. it et et
L] g Mmedications » Medication
Validation of the Credible Allegation of administered when allergy presant, accurate
Comr;;llanca Wa:b:uooraopﬁshed through medical MDS3 assessments and careplans, dignity in
record review, observation-and interview with delivery of trays, plac ing
front line staff and administrative staff. The facility . protecrt,;rs, res};ralpﬁts. andpfepﬁfung'incidmts
provided evidence of new policies and . of unknown origin to State, The DON and/or
procedures related to Accidents and Suparvision, Clinical Managers will monitos performance
Chair end Bed alarms; the System Improvement of staff on a monthly basis for 90 days
Report and review of evidence the Medical concerning falls intervention, compliance
Director and Adminiatrator had reviewed and: with revised falls .
) prevention program. ‘This
approved alf policies and procadures. Ingervice be
. . . 8an on 6/25/13, Beginning 6/25/13 the
and training records inciuding stgn-in sheets for Administrator will ensure tho daily/wecklys
all rursing and non rursing staff related to the thi itorine s tated f
policies and procedures ware provided. Copnt Y fonitoring is occurring as stated for
" : : compliance of deficiencies and report finds to
Interviews with nursing stasf ravealed nurses and QAPI committee and govetning bod
certified nursing assistants were foliowing the orimittee and governing body.
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_ PRINTED: 07/1
DEPARTMENT OF HEALTH AND HUMAN SERVICES N EORM AL 2013
CEN S FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0351 _

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUFFLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

- R
448141 B WiNG 07i08/2013%
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CTY, STATE, ZIP CODE ’
BRADLEY HEALTH CARE & REHAB ?:;::E’LA"‘ESND ?r:"zn 12
(%4 1D ELUMMARY SETATEMENT OF DEFICIENCIES 1a] PROVIDER'S RLAN OF CORRECTION 1x5)
PREFIX (EACH BEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EASH CORRECTIVE ACTION SHOULD BE COMPERON
T TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CRDSS-REFERESECEEIEU Ng‘tlls APFROPRIATE DaTE
4 Beginning 6/25/13 the Adminlsirator vl
1 4901 Contiued Fom page 2 (F 490 oy mey QAP e iyt
:g:f grﬁlicyevmﬁgg Egigid:;;rmptgﬂtgf ?:l::nt?gw needed to evaluate compliance with policies
wilh the Administrator revealed the Administrator a“‘ibﬁi’:;:i“f;; "i‘;‘;” s the mon tortag raols
met with the Governing Body members to discuss f;t‘ o bf., p Listrator will report to
the status of the survay. Interview arg € paverning body,

dogumentation review with the Administrator
revealed with help of an outside consultant the
Administrator and the Director of Nursing
develaped a standardizad agenda and trending
reparts for monltaring falls and alanms,

The faclily will remain oul of compllance at a
Scope and Severly levet "E*- g pattern of
deficient practios that constilutes ng actual harm
with potential for more than minimal harm that is
not immediaie Jeopardy, until it providas an
accaptable plan of corraction and the facility's 3
comestive measurers could he reviewad and el

evalugted by the Quality
AssessmentFerformance Improvement
Cammitlee.
{F 501} | 483.75(l) RESPONSIBILITIES OF MEDICAL - P S0TY Resident 134, 7 37, ns8, #71, 495, 9111, 07/15/13
58=g | DIRECTOR #52, #193, #2, #18 and#13

I. The Medical Directqr reviewed the
‘reatment plans and falls jnterventions of
each resident on 6/25/18 for effectivanags

The facility must deslignate a physician to serve
@5 madical ditector.

‘ ‘ and any needed changes 1o their plan of care.
:l'he med|cal director i:ts responsible for _ This was rded in the pro Hote of
implementation of resident care policies; and the d"“’ St eress
rlination of mediaal care in the faciity. each resident, Beginning on 6/24/13, the

DON, Administrator, and Medical Director
reviewed and revised the policies and

This REQUIREMENT is not met evidenced procedures as follows: Falls Prevention
b;:ls .  nat met as Program with forms and Chair and Bed
Based on medical record review, fasiiity paticy Alarm. On 6/24/13, the Healthcare

review, raview of manufacturers instructions, Consultant reviewed the Federal and State

chservafion, and intenview, the Medical Director responsibilities required for the Medical

falled to pravide oversight and participate in the Diractor with the DON, Administrator, and

Medical Director, .
FORM CMS-2567(012.49) Pravious Verslans Otssalela Evant 10 3zHm12 Faclity ID: TNOGO If continuallon shest Page 33 of 20
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GENTERS FOR MEDICARE & MEDICAID SERVICES
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PRINTEL: u/st1/2013
FORM APPROVED

OMB NO, 0838 030

STATEMENT OF DERICIENCIES (X1} PROVIDER/SUPPLIERIGLLA {X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDEI\TTIFICATION NUMBER- A BUILDING COMPLETED
- R
4435141 B8, WING 07109/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, 2/P CODE
2310 PEERLESS RD
BRADLEY HEALTH CARE & REHAB GLEVELAND, TN 37312
3 10 SUMMARY STATEMENT OF DEFICIENGIES ) FROVICER'S PLAN GF GORRECTION {xs)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIRIENTCY) .
2. On 6/25/13, the DON, ADON, Clinical
{F 501} | Continued Fram page 33 {F 501H Managers and Staff Development Wurse
development of policies ang procedures to reviewed the medical records of all residents
ensure an effective system for supsrvision of with falls for the past 45 days to ensute correct
reaidenfts al risk for fa?;I ;pe#fggﬂgg f;ilqr)el ifiterventions were in place. There were new
placed four residents « #37, 358, #71) In larified interventions i d
Immediate Jsopardy (a situation in which the ;esidmsu:n;:; o‘j,“;‘f;‘ilﬂ:f';‘},f;}m'e
oo st Ty i | [ttt et e
seah) o g oot oo o e g o
The systematic faliure to ensure any resident at e P P ﬂf : with th cal
risk for falls was provided effective interventions; Jutcomes of these reviews e Medl
s M Director. On 6/25/13, the DON, ADON apd
failure to ensure alarm devices were in place . .
and/or funclional, and faliure 1o identity and Clinical Managers assessed all residents with
implement new interventions when currerit wlarms using the new Assessment for Assistive
interventions were not elfective was ilkely to place Device. Eleven alarrms were removed based
any resident at risk for falls In immediate on the outcomes of the assessments. Due to
Jeopardy. resident leve] of functioning, alarms no longer
#|required and/or no falls within past 90 days.
The facfiity provided an acceptable Gredible + | This was reviewed with the Mecﬂc&l Director.
Allagation of Compliance on Juna 28, 2013. A All devices were tepted for functionality by
revisit on July 8- 9, 2013, ravealed the correntive ADC_)N. chair snd bed slarm policy C) were
actions impiemented removed the Immediate put into place, assessment of assistive device
Jeopardy on June 29, 2013, (E} and alarm check forms (D),
. On 6/24/13 and 6/25/13, the DON and/ar
:“Dﬂ' clomplrance for F-501 continues at an & Staff Development Nurse conducted
evel cliation, mandatory in-services forall nursing staff
Valldation of the Credible Allagation of . ith chameed fom oL weor progam
Compliance was accomplished threugh medica! Any RN, LPN or GN A not attendj )
record review, obesrvation and interview with Y dater " :]f ’
front fine stait and administrative staf, The faciity e ooy In-sarvices will tiot be allowed to
providad evidence of new policies and work until they have attended the in-service,
procedures related to Acoidents and Supervision, P eiplopees will complete 2 post-test
Chair and Bed alarms, the System improvement owing the in-service within 7 days
Report and review of evidence the Medics] admlmsterefi by Staff Development Nurse
Director and Administrator had reviewad and and/or Clinical Managsrs,
approved all policies atid procedures. The
Medicsl Director reviewad treatmant plans and
fall interveritions for each resident. inservice and
FORM OCMS-2567(02:09) Previous Varslons Obsolele Evan! ID-B2HM12 Facily 113 TNGGO1 {¥ conlinuation sheat Page 34 of 35
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DEFARTMENT QOF HEALTH AND HUMAN SERVICES
CEN S FOR MEDICARE & MEDICAID SERVICES

No. §764 P, 48

PRINTED: 07/11/2013
FORMAPPROVED
OMB NG.

STATEMENT OF DEFICENCIES
AND PLAN OF CORRECTION

IOENTIFICATION MUMBER:

445141 B.

{X1) PROVIDER/SUFPLIERIGLIA {X2} MLLT®PLE CONSTRUGTION
A BUILDING

WING

07/08/2013.

NAME OF PROVIDER DR SUPPLIER STREETADDRESS. 2ITY, STATE, ZIP CODRE
2910 PEERLESS Rb
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37212
T OF DEFIGIENCEES .o PROVIDER'S PLAN QF CORREGTION
é’é‘%.!& (EACSJ-:J mmmsa %N;E PREGEDDEF ED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULL BE conPLEnoN
TAG REGLLATORY OR LSG IDENTIEYING INFORMATION; - TAG CROSS-REFERENCED TD THE AFFROPRIATE Dare
DEFICENCY) .

. 3. Beginning on 6/25/13, the Adminigtrator

{F 501} { Continued From page 34 {F 501} will mgt:n_itg:'SMedical Director's attendance at
training records including sign-in sheeis for all ﬂ;:t (.MEI co?}::nunee ::d tg::i:;gﬁtms are
nursing and non nursing steff related o the new o neC on the reports submitted for review.
policies and procedures were provided. On 6/25/13, the DON implemented the
Interviews with nursing staff revezled nursss and monltoring tools app;oved by the Medlcal
certfied nursing assistarits were foliowing the Dicector and Mm‘“‘ﬁ"“tm liecessary to-
new policy and procedurs refgted 1o the new fali monitor alarms, restyaints, falls interventions,
and prevention policy, and alarm poficy. Notification of Physician of lab results,

changing 02 tubing and humidifiers timely,

The facility will remain out of compliance at a medication administered when allergy
Scope and Severlly level "Ena patiern of deficient present, accurate MDS assessments and
praclice that consfitutes no sctual harm with careplans, dignity of delivery of trays, placing
potential for more than minimal harm that is not of clothing protectors, restraits and reporting
Immiediate Jaopardy. unti it provides an incidents of unknown origin to State.
acceptable plan of correction and the facility's
corrective measures could be reviewed and
evaluated by the Quality
Assessment/Performance Improvement /
Commitize, ‘

{F 508} | 483.76(/)(2)(i)) PROMPTLY NOTIFY PHYSICIAN {F 505)

$8=p | OF LAB RESULTS
The facilty must promplly nollfy the attending
physician of the findings.
This REQUIREMENT is not met as evideneed L
by: !
Based on medical record review snd interview,
the fadility failed to notlfy the physislan of Iab
results fimely for one residant (#134) of fifty-six
residents reviewed,
The findings inclutied:
Resident #134-was admitied to the facitity on
June 17, 2008, with diagnoses incuding Anxiety,
Depressive Psyghosts, and readmitted August 13,
2013, with diagnoses Including right fermur
FORM CMS.-2867(02-88) Pravious Versiom Obeotas Event ID;32HM12 Feelity ID: TNDG01 If continuation sheet Page 25 of 39
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pdul ?.6;....?‘0.1 ?bs .i:?\lm AND HUMAN SERVICES ' R%ﬁﬁ'@ﬁ%@é‘g
ICARE & MEDICA

TERS FOR MED D SERVICES OMB NO., 0938-039
STATEMENT OF DEFICIENCIES PROVIDERISISPPLIERICL(A MULTPLE co m &
AND FLAN OF CORREGTION 0 nsumgﬁun NUMBER: :mam;ms. NOTRUGTION N’ESELEJ%E Y
v R
445741 8. WING 0710912013
NAME OF PROVIDER OR SUPRLER STREET ADDRESS. CITY, STATE, ziP 6ope ,
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37312
{4} 1> [ SLIMMARY STATEMENT OF DEFICIENGES o PROVIDER'S FLAN OF GORREGTION oo
BEF BY FLLL CTIVE ACTION SHOULD BE N
G e T e
{F 501} Continued Fram page 34 TFE01H 4 Beginning 6125113, the Adwmiinisteator
training records including sign-in shests for alj will conduct mestings timely, ensure all
nursing and non nursing staff related to the new members attend meetings 100% of the ime
policles and procadures ware Provided. with any absences approved prior to
Interviews with rirsing staff rovealed nurses and meeting and that ali monttoring reports are
cerﬁﬁed_ nursing assistants were following the completed In a timely manner for each
new policy and procedurs related o the new fall meeting by all respective managers, The
and prevention policy, and alarm polioy, inistrator will report to the governing
: ’ dy concerning thege Mmonftorly
The facility will remain out of compliance at a bady B OLing
Scope and Severity leval "En-g pattern of deficiant outcomes o a quartetly basis ar more often
practice that constitutes no actyal harm with , 38 necessary.
patentiat for more thap rtinimal harm that is riat )
Immediate deapardy, untll it provides an Attachment; List of residents who were
acceptable plan of correction and the facility's assessed and the ones with alarms removed,
corrective measures could be reviewed and 1 (N)
evaluated by the Quality
Assessment/Performance Improvement ;
Commitiee. 0
{F 508) 483.75())(2)ii) PROMPTLY NOTIFY PHYSICIAN {F 505}{ Resident#134
§8=D| OF LAB RESULTS .
1. On 7/12/13 the DON/Staff Development | 07/15/13
The faoility must promply notify the attending Nurse conducted an in-service with licensed
physician of tha findings, nurses concerning notification of physician of
any lab results upon Tecelving reports, (Q)
Nursing staff will be in-serviced upon retitrn
This REQUIREMENT s not met as evidencad to work and ongoing by DON/ADON/Statf
by: i edical record and interview - | Development Nurse. A past-test wiil bs
Based on medtea review nerview, conducted by the Staff Devely erft niitse
the facility failed to notify the physigian oflab_ begining 77,5/ 13 Frm
results Umey for one resident (#134) of fity-six 2. On 7/1/13, the Clinical Managers checked
residents reviewed, _ Ieb seporis for the past week for timely
. tiotification of Physiclan/NP of the results
Ths findings included: _ and documented. No resident had lab resuits
Reskdent #134-was admitted (o the faclity on that were not reported.
June 17, 2009, with diagnoses inciuding Anxisty,
Depressive Psychosls, and readritted August 13,
2013, with diagnoses including righf femur
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Lemariwicing OF fissi H AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0381 )
STATEMENT OF DEFICIENCIES (X1} PROVIDER)SUPPLIER/GLA {X2) MULTIFLE CONSTRUCTION DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMEER: A BULDNG_ m’mpm
L
R
445141 B. WG —_— 07/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2/P CopDE
2910 PEERLESS RD
B .
RADLEY HEALTH CARE & REHAB CLEVELAND, TN 27312
}D BUMMARY STATEMENT OF DEFICIENCIZS D PROVIDER'S FLAN OF GORRECTION o
n%sm EAGH DEFICENCY MUST BE PRECEDED BY FuLL ix EAGH CORRECTIVE ACTION SHOWLD COMPLETION
™G FEEGLI.A?I‘%;YDR LEC ENTIFYING INFORMATION] P?ffa céoas-mmg»ﬂ;geﬁgf;ms Appggopn?f-re DATE
{F 505}| Continued From page 55 {F 50g}| 3. Beginning 7/15/13, the Clinical Managers
fracture. and Weekend Supervisor will review
cemmutidcations baok 10 MD/NP daily to
Medical record review of a Laboratory Result of g ensure compliance of notification of
Urine Culhure (coliection date July 6, 204 8 Physician/NP. OQutcomes will be reported
revealed ",..Organism...probabie proteys,. " 80 DON at the motning meeting per policy
(Q). Bach charge nurse will continue to
Medical record of a Nurse's Note dated July 8, note daily on the 24 hour Nursing Report
2012, st 10:05 a.m., revealad ", .unine cultura resident change of condition and MD/NP
report noted and placed in the NP {r:urse orders, including Jab reposts.
practitioner) book for further review, 4. Beginning Aug 2013, the DON will report
Medical record review of a Nurse's Nate gated mositoring outcomes concerning
duly 8, 2013, at 4:00 p.m., raveated " Urins Cas Aotification of lab results to the QAPY
cullure and senskivily) called to Dr. committee beginning with the scheduled
{doctor)..T.0. (telephone order) Ampicilin 8/14/13 QAPI meeting. The Administrator
(antibiotic) 500 mg {milligram) QID {four times per will report to the governing body
day) x (times) 5 days._.placed on MAR 4 voncerning these manitaring outcomes on a
(medication administration record), faxed to . +| Quarterly basis or more often a5 necessary,
scy..”

Inferview with Unit Managar #3 on June 13, 201 3,
at 2:30 p.m., in fhe conference room revealed the
cullure report was placed in the NP book.
Gm_’ulinuad Interview revesled the NP Visited the

Interview with the Direclor of Nursing on June 13,
2013, al 2:35 p.m., in the confarence room
confirmed the facility had failed 1o notify the -
Physician timély of 5 Urine C&3 rasulting in a
delay In freatmant.
{F 520} | 483.75(0){1) QAA ) {F 620}
§8=£ | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

FORM CME-2552{02-00) Prewious Versions Ghsolate Event It x2twhz Faciity i TNOBO1 / If continustion shest Page 3B of 36
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DERARTMENT OF MEALTH AND HUMAN SERVICES R RO apiti2013
GENTERS FOR MED & MEDIGAID SERVICES B NO. 0838-D391
STATEMENT OF DRRICIENGIES {X1) PROVIDER/SUPPLIER/CLIA X2) MULT
OF CORRECTION IDENTIFICATION NUMBRR: L I:UILDINZ‘LE CONSTRUCTION ”’é’éﬁ%&'&‘&“
g R
445141 B.WiNg — 07/09/2013
NAME QF FROVIDER OR SUPPLIER BTREET ABDRESS, CITY, STATE, ZiP Cone
2910 PEERLESS RD
BRADLEY HEALT & RE
EALTH CARE & REHAB ' GLEVELAND, TN 37312
(X4} [0 SUMMARY STATEMENT (F DEFICIENCIES 2] _PROVIDER'S PLAN OF GORRECTIO . e
BREFIX {EACH DEFGIENGY MUST BE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG moss-nareasnc;’gl'é?m n‘ga APFROPRIATE DATE
T DR \
{F 520} | Continued From page 36 520} [Resident # 134, # 37, #58, 871, #95, #111, #532,
} page {F 520} #193, 2, #18 and #13 07115113
A facility must maintain e quelity assessment and .
assurance committes consisting of lhe director of 1) The DON, Administrator, and Medicat
nursing services; a physician designated by the Dixector reviewed and revised the QAP] Plan
facility; and st least 3 other members of the () and presented the Plap ) at » called, :
facility's staff. meeting on 6/25/13 of the QAP] meeting and
developed a standardized Agenda (J) and
The quailty assessment and assurance minute format (T} to ensure aj) topics and
commitise mests al least quarterly to ideritify €ports are reviewed and addressed on a
Issues with respact to which quality assessment uarterly basis, The following are members of
and aseurance activities are necessary, and e QAP committee Administrator DONM,
develops and imp!arm_an!s appropriate plans of ON, Soctal Services Director, Buginass
action fo correct identified quatity deficienaias. :

ffice Manager, Clinical Managers, Activities
irector, Dietary Manager, Rehab Diractor,
hatraacy Gonsultant, Maintenance Director,
nd Medical Director.

A State or the Secrataty may not regiine
disclosure of the recerds of such commitiee
except insofar as sugh disclosure is retated to the

complianee of such committes with the . ttnchm§nt_: Q{‘H Plan, Trendjl.'g Reports,
requirements of this seclion x8d quality indicators. )

q . e DON & Administrator developed
Good faith af pts by the commiitiee fo identify onltoring tools for Ralls, Alarms, and

and correot quality defidiencies will not be used as eplans to ensure safety of all residents in
@ basis for sanctions.

This REQUIREMENT is nat met as evidensed ON to compile an analysis to present 10
by: i

| Based en review of the Tacility Quality Assurance " bruises was developed foy licensed niurses to
{QA) Committee, facility investigation ravisws, to engure all information js completed at
facltity policy reviews, ebservations, and me of fall, Four incident logs were revised
interviews, the facillty falied to ensure the Quality to one to ensure tracking and cornplation of
Assurance Commlitee identified resident's safety, invastigation. Pall rosters wete developed to
alarm use and falls as potential areas for quality d the Charge Nurses in tracking

improvement. interventions on each resident, The ADON

The faciiity’s failure to review data and
formulatesimplement improvement plans placed
four resident's (#37, #58, #71, snd #134), in

FoRMm GMS-2E57(02-59) Previois Varslons Otaciel2 Evenl ID;32HM12 - Facllity iD: D601 If -cbnlirmatim sheol'Page 37 ofag
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PRINTED: 074 172013
DEPARTMENT OF MEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NOQ. 0938-0391
STATEMENT DF DEFIGIENCIES (1) PROVIDER/SUBPLIERICLA D2) MULTIPLE CONSYRUCTION ) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BULDING o o
- R
445141 B. Wi 0710012043
NAME OF PROVIDER GR. SUPPLIER SYREET ADORESS, CITY, STATE, 7P coDE
2510 PEERI.ESS RD
BRADLEY HEALTH CARE 8 REHAB CLEVELAND, TN 3731 2
BUMMARY STATEMENT OF DERIGIENGIES FROVIDER'S PLAN OF CORREGTION
é@é?g {EACH nancéﬁév MLIST BE PRECEDED & BY FRALL PRIEDFDC {FACH CORRECTIVE ACTION SHOLILD BE coMPrEnon
TaG RESULATORY OR LEC IDENTIFVING INFORMATION) TAG cROss-asrsnegEcFElg l;g J%E APPROPRIATE bare
{F 520} Continued From page 37 {F 620}| oy, monitoritg tools for alarms will be
' Immediate Jeapardy (2 situation in which the completed by the CNAs daily and wil] be
provider's nan-compiliance with ona or more . Provided to the DON 1o compile an analysis
requiremants of participation has caused, or is to prezent to QAPL A ¢opy of the care plan
likely to cause, serious (hjury, harm, impairment, Is attached to every fall incident for ADON

or dezth to a resident) of sighteen residents
reviewed, The systematic failure fo ensure any
resident at rigk for falis was provided effectiva

to review and to ensure that interventions
have been 2dded to the care plan.

b Attachment: Checklists (B). incident log,
Interventions; failure to ensure alarm deviges > .
were in plece andlor functional, and fallure to (Aé;m checklist (D), Falls intervention roster
identify and implement new interventions when : L .
curre':?t' inteweri:lﬁ@ns wars not effective was likely ?) On 6/25/13 the Administrator, with
to place any resident at risk for falis in Immediate consuliation of a Healthcaye Consultant,
Jeapardy. ' : conducted a Department Head meeting to
Teview new QAP[ plan, agenda, and
The facliity provided an acceptable Credibla monitoring parameters
Allegation of Compliance on June 23, 2013. A methodology for collecting and apalyzing
revisit on July B- 9, 2013, revezled the corractiva o data,
aclions implemented removad the Immediale ;| On 675113 the Administrator developed
Jeopardy on Jdune 29, 2013. Quality Improvement Objectivas for 2013 to
] ] . be presented st the July QAPI committee
Nan- mmphance_ for F-520 continues at an *E meeting and the July Board meeting,
level citation. Attachment: 2013 Objectives (1,)
All staff will repart 1o their respective

Validzttion of the Credible Allegstion of

Compliance was accompiighed through mediesl ;’;ml‘-':: i::ci:g:onr_xmumcate observed
record raview, obsarvation and interview with 3) Beginning 6/25/13 Ehle Adininistrator wi
front line staff and administrative staff. The faciiity conduct Limely QAPI Committee mmoy
provided evidence of new policies ang ‘ thly. and 7 e if t:ss
procedures related to Accidents arid Supervision, faon o a‘;;"’;? ent “""‘“."’Y;i 4
Chair and Bed alarms, the System Improvenment “13“1‘;‘; ‘;;1; thty ﬂ‘lil‘c :; ol?omlore an
Report and review of avidence the Medical ;”’“P €S ¢ stagdard of care, '
Director and Administrator had.revisweg ard sguining 6/25/13, the Administeator will
approved all policies and procedures. Inservice ensure the Monitoring and Trending ‘

and trainng recards including sign-in shests for Reparts for falls, alarms, cateplans, incident
all nursing end non nursing staff related to the reports, IncidentfAccidents, Infections

hew policies and procedures were provitied. Control, Reportable Bvents and

Interviews with nursing staff revealed nirrses and Enviromment of care, Umely processing of
certified nursing assistants were following the physician otders, hand hygienc, food
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES DOMB NG, 0938-0391

e P LAl L M e e, - AN

STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIERACLIA 1%2) MULTIPLE CONSTRUCTION. (%3} DATE SURVEY
AND PLAN OF CORRECTIDN IDENTIFICATION NUMBER: A BUILDING COMPLETED
- R
445141 B. WING 07/08/2013
NAME OF PROVIDER QR SUPRLIER STREETADDRESS. CITY, STATE. 21 CODE
2910 PEERLESS RD
BRADLEY HEALTH CARE & REHAB CLEVELAND, TN 37312
(Xd) 1D SUMMARY BTATEMENT QF PEFIGIENGIES 5] PROVIDER'S PLAN OF CORRECTION P
EFICIENCY MUST BE PRECEDED BY FLiL PREF EACH CORREGTIVE ACTION SHOULD BE COMPLETION
P?ESM Rsﬁgcm'?‘rqm' uRci.St: IDENTIFYING INFORMATION} 'rac;"‘t cégss.msnggggg éﬁ%EAP‘P_RQpR“TE . DAIE
{F 320} { Continued From page 38 {F520)| temperature, medication administrntio_m
hew policy and procedure related to the new fall allergy noted, protective coverings during
and prevention policy and alarm policy, A Quaiity meals, are all completed. _
Assurance meeting was held on June 26, 2013 4) Beglnning 6/25/13, the Admintstrator will
where the Administrator and Director aof Nursing conduct meetings timely, ensure a}l
Presented 2 new standardized aganda to ensure g members attend meetings 100% of thie time
all fopics and reports will be reviewed quarterly, with any absences approved prior to
The Administrator and Director of Nursing mceting and that all monitoring tools are
developed monitoring toals for falls, alarms, and completed in a timely manner for sach
Gare plans {o ensure safety of afi residents, The meeling by all respective managers,
facility obtained an cutside Healthoare Censultant
angd alung with the Administrator conducted a
Departmenrt Head moeting tb teview the pew
Qualltly Asstirance Flan, agenida ant monitoring
paramelers methodology for collecting and
analyzing data,
Preparation and/or execution o
The facllity wif remain out of compliance at a 2 ﬁ do not iftit te admi 1:. £ this
Scope and Severity level "E"-g pattern of defilert p not constitute admission or
practice that constitutes no actual ham with agreement by the provider that a
polential for more than .mtllnimal harm that Is not deficiency exists. This response is also
immediate Jeopardy, unt il provides an not to be construed P
acceptable plan of corraction and the facility's fa?llt; :I:: D?a Eju © :s an atlimlssion of
corrective measures could be reviewed and ¥ the racility, its employees,
avaluated by the Quality agents or other individuals who draft
Assessment/Performance Improvemant or may be discussed in this response
Commitie. and plan of correctign.« This plan of
©  [correction is submitted as the facility's
creditible allegation of complidnce.
FORM CMS-2567(02-88) Previous Vetsions Obaalete Evant ID:32HM12
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